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ABSTRACT
Marshall, Michele L. College of Nursing and Health, Wright State University, 2014. The 
Impact of the Implementation of an Evidence-Based Practice Model in a Long Term
Acute Care Hospital.
Inadequate and delayed implementation of current evidence into practice has contributed 
to medical errors, safety issues and patient deaths.  The Institute of Medicine (IOM) has
challenged the healthcare profession to achieve 90% of integration of current evidence
into practice by 2020. The purpose of this doctoral project was to implement an evidence-
based practice (EBP) model in a long-term acute care hospital as they began their journey
in pursuit of Magnet recognition.  Implementation of an EBP model, the Advancing
Research and Clinical practice through close Collaboration (ARCC) model, involved 
conducting an initial organizational assessment of staff to understand the staff’s beliefs,
implementation, and organizational and cultural readiness for EBP.  Utilizing the findings
of the organizational assessment, an EBP mentor facilitated staff towards meeting the
expectations of EBP work for magnet recognition. To understand the impact of the EBP
mentor, post measures of the same three measures were taken. The EBP mentor’s work 
focused on the seven steps of the EBP process imbedded in the ARCC model.  The
implementation of the ARCC model did not demonstrate a statistically significant impact 
on staffs’ beliefs about EBP, EBP implementation and organizational readiness for EBP
implementation.  However, the results indicated staff EBP beliefs’ are high and the
organization and culture are ready for system-wide EBP implementation. 
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I. PROBLEM
 
Background
The Institute of Medicine (IOM) seminal report, To Err is Human: Building a 
Safer Health System, cites that at least 44,000 people and potentially up to 98,000 people
die each year as a result of preventable medical errors (Institute of Medicine [IOM], 
1999).  Findings from this alarming report have placed quality and safety of health care
as a priority for patients, providers and policymakers. Not only do healthcare 
professionals fail to deliver potential benefits when providing care, but too often patients
experience unintentional harm from the lack of effective care
The succeeding IOM report, Crossing the Quality Chasm: A New Health System
for the 21st Century, identified the lack of consistent high quality health care to all people 
in the United States as a primary concern (2001, p. 2). The difference between the care 
delivered and the care that could be delivered is referred to as the “quality chasm” (IOM,
2001, p. 23). Factors contributing to this chasm include the rapid growth and complexity
of science and technology, the aging population and increase in chronic conditions, a
poorly organized delivery system and constraints on exploiting the revolution in 
information technology (IOM, 2001).
Quality, defined by the IOM, is “the degree to which health services for
individuals and populations increase the likelihood of desired health outcomes and are 
consistent with current professional knowledge” (2001, p. 232).  Research and 
technological advances have grown exponentially in the past several years.  Failure to 
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translate knowledge into practice and integrate technology safely in a timely manner has
contributed to the quality gap. It is estimated that research can take up to 17 years to be
fully integrated into practice (Balas & Boren, 2000). Lack of timely implementation of 
evidence into practice produces a delay between the discovery of new knowledge and 
consistent translation of the new findings at the point of care.
The IOM suggested targeting six aims for improvement for achieving quality
patient care and outcomes.  Aims include the provision of “safe, effective, efficient, 
patient-centered, timely and equitable care” (2001, p. 5).  Focus on implementing a
comprehensive strategy to address these six aims would meet patient needs by providing
a safer, more responsive, reliable, effective, accessible, and integrated patient experience.
At the core of the IOM recommendation is the charge to the healthcare community to 
create an environment that promotes and supports evidence-based practice (EBP).
Evidence-based practice is defined as “a paradigm and lifelong problem solving approach 
that involves the conscientious use of the best available evidence, with clinical expertise
and patient values and preference to improve patient outcomes” (Melnyk & Overholt,
2011, p. 575). “Evidence-based medicine is the conscientious explicit and judicious use
of current best evidence in making decisions about the care of individual patients”
(Sackett, Rosenberg, Gray, Haynes, & Richardson, 1996, p. 71). Standardization of
healthcare practices by integration of current science and best evidence can reduce the 
unpredictable outcomes that result from the variation in care. “The goal of EBP is to use
the highest quality of knowledge in providing care to produce the greatest positive impact
on patients’ health status and healthcare outcomes” (Melnyk & Fineout-Overholt, 2011, 
pg.75).
5
 
 
 
 
 
  
 
   
    
  
 
  
 
   
   
   
 
  
 
  
     
    
  
   
  
   
  
In the United States, influential organizations such as the Agency for Healthcare 
Research and Quality (AHRQ), the health services research arm of the U.S. Department
of Health and Human Services (HHS), have federally funded EBP centers to explore
clinical issues with the ultimate mission of improving healthcare quality, safety,
efficiency and effectiveness for Americans. Information from AHRQ's research is
available to assist individuals make informed healthcare decisions and improve the
quality of health care services.
Concurrently, the escalating rise in healthcare costs has challenged policy makers
to examine healthcare practices, identifying a large gap between healthcare services
delivered and outcomes and quality of care. Ultimately, a new model for healthcare 
delivery is imperative to assure safe, cost effective quality of care while promoting shared 
decision making for provider and patient. Creation of this new model of care will require
the commitment and collaboration of healthcare providers, policy makers, consumers and 
industry. 
In 2010, modification to the Social Security Act through clauses in the 2010 
Patient Protection and Affordable Care Act established the Patient-Centered Outcome 
Research Institute (PCORI). PCORI is a United States based non-government institute
charged with evaluating clinical effectiveness, relative healthcare outcomes and
appropriateness of various medical treatments through the evaluation of existing studies
or by conducting new studies.
The Institute of Medicine (IOM) has challenged the healthcare profession to 
achieve 90% integration of current evidence into practice by 2020. Creating change for
nursing in the 21st century healthcare system can be found in recommendations reported 
6
 
 
 
 
  
  
  
  
     
 
  
   
        
  
    
  
 
     
 
   
   
 
 
    
    
   
   
in the document, The Future of Nursing: Leading Change, Advancing Health (IOM,
2010).  This landmark report recognizes that EBP is an essential competency for all 
nurses. Further recommendations include the educational preparation of nurse move
from a current rate of baccalaureate prepared nurses (BSN) from 50 percent to 80 percent
by the year 2020 (IOM, 2010).  With the IOM’s highlighted importance of moving
evidence into practice, nurses are “uniquely positioned” to serve in a leading role to 
enhance quality outcomes by embracing the EBP paradigm shift, and close the chasm by
improving EBP decision making and decreasing the gap between research generation and 
translation to practice (Mallory, 2010). For the IOM’s 90% goal to be realized,
healthcare professionals must be intimately involved at the point of care for translation of
evidence to occur. Healthcare professionals must possess the skill set to translate new
evidence into practice and practice in an environment where the culture encourages and 
supports EBP.
The American Nurses Credentialing Center’s (ANCC) Magnet Recognition 
Program®, originally developed in the early 1990s, set the gold standard for organizations
and practice environments that support and facilitate excellence in professional nursing
practice. The goals and guiding principles set forth by the Magnet Recognition Program® 
includes promoting quality in an environment that supports professional practice, 
identifying excellence in the delivery of nursing services and dissemination of best
practices (American Nurses Credentialing Center [ANCC], 2014). Patients treated in
Magnet recognized hospitals continue to experience better outcomes and decreased
mortality which is largely attributed to highly educated nurses practicing in environments
that support and advocate nursing excellence (McHugh, Kelly, Smith, Wu, Vanke, &
7
 
 
 
 
     
  
  
    
   
   
    
   
   
 
 
    
 
  
   
   
     
    
     
 
    
  
Aiken, 2013). The Magnet Model® is comprised of five key components 1)
transformational leadership, 2) structural empowerment, 3) exemplary professional
practice, 4) new knowledge, innovations and improvement and 5) empirical outcomes
(ANCC, 2011). New knowledge, innovation and improvements (NK) standards
underscore the importance of new models of care, application of existing evidence and 
new evidence to practice with discernable contribution to the science of nursing requiring
“conscientious integration of evidence-based practice and research into clinical and
operational processes” (ANCC, 2011, p.29).
Significance and Justification
To address the IOM’s call for increased accountability of evidence-based care,
healthcare staff at the point of care must be intimately involved in translation of evidence. 
First, one must understand the beliefs and resources essential to translate new evidence
into practice. Understanding point of care clinician’s beliefs about EBP and 
implementation will provide essential information to plan education and mentorship 
opportunities to develop and enhance the skill set required for EBP translation and 
implementation. “When clinicians’ beliefs about the value of EBP and their ability to 
implement it are strengthened, there will be greater implementation of evidence-based
care” (Melnyk & Fineout-Overholt, 2011, p.258). Through one’s understanding of the
resources necessary to implement EBP effectively, potential barriers to EBP may be
identified. Identification of potential barriers to successful EBP implementation opens
the opportunity for strategic intervention to remove or mitigate such barriers.
The healthcare profession is challenged to prepare healthcare professionals with a 
new skill set to adopt their changing roles (IOM, 2003). Perhaps systematic planning
with the use of evidence-based initiatives, facilitated by an advanced practice nurse 
8
 
 
 
 
   
 
 
   
 
     
  
   
   
   
  
  
    
 
   
  
 
 
   
   
      
    
(APN), would begin a movement towards sustaining effective healthcare. Advanced 
practice nurses are recognized for their skills to serve as primary system change agents or
“movers” to accomplish implementation of evidence-based practice initiatives (Gurzick
& Kesten, 2010).  Goudreau, Clark, Ryan, and Rust (2007) contend that the clinical nurse
specialist (CNS) is distinctively qualified for this role through their advanced educational
preparation, which introduces skills to promote use of evidence-based practice and
integrated with nursing practice theories to promote safe, cost effective compassionate 
care. As a change agent, the CNS is often purposefully involved in evaluating and 
synthesizing evidence to determine strength of evidence or best practice and guide
nursing practice in a setting, organization or population. Utilizing an APN to facilitate a
practice change through the use of evidence-based practice, engaging key stakeholders
and identifying facilitators and barriers in the practice environment may prove to be a
successful combination for the patient, nursing staff and organization.
Purpose Statement
The purpose of this doctoral project was to implement an evidence-based practice 
(EBP) model in a long-term acute care hospital as they began their journey in pursuit of
Magnet recognition.  Implementation of an EBP model, the Advancing Research and
Clinical practice through close Collaboration (ARCC) model, involved conducting an 
initial organizational assessment of staff to understand the staff’s beliefs, implementation,
and organizational and cultural readiness for EBP.  Utilizing the findings of the 
organizational assessment, a clinical nurse specialist (CNS) functioning in the role of
EBP mentor, facilitated staff towards meeting the expectations of EBP work for Magnet
recognition. To understand the impact of the EBP mentor, post measures of the same 
three measures were taken.
9
 
 
 
 
 
 
     
     
  
  
   
   
    
     
     
   
   
   
   
     
   
 
  
 
   
  
 
     
   
PICOT Question
A PICOT question format was utilized to clarify the components of this scholarly
project. A PICOT question is “an acronym for the elements of a clinical question: patient 
population (P), intervention or issue of interest (I), comparison intervention or issue of
interest (C), outcome(s) of interest (O), and time it takes for the intervention to achieve
the outcome(s) (T)” (Stillwell, Fineout-Overholt, Melnyk, & Williamson, 2010). Using 
the PICOT format to structure the clinical question helps to clarify these components
which will guide the search for the evidence. A well-built PICOT question enhances the
ability to retrieve the most relevant evidence quickly and efficiently. This doctoral
project was conducted to answer the following PICOT question:
Among (P) licensed healthcare staff (registered nurses, licensed practical nurses,
pharmacists, physical therapists, occupational therapists, dieticians, respiratory
therapists, laboratory technicians and radiology technicians) in a long term acute 
care hospital, does the (I) implementation of an evidence-based practice
model (C) compared to no EBP model affect (O) healthcare staff EBP beliefs and 
EPB implementation (T) over six months?
One EBP implementation model that has shown promise in the literature is the
Advancing Research and Clinical practice through close Collaboration (ARCC) model. 
The ARCC model is an organized conceptual framework that has shown promise in 
serving as a “guide to system wide implementation and sustainability of EBP to achieve
quality outcomes” (Melnyk & Fineout-Overholt, 2011, p.257).
Conceptual Framework
The conceptual framework that guided this project is the ARCC model. The
ARCC model is one model employed by healthcare settings and organizations to guide
10
 
 
 
 
   
     
  
   
    
 
 
 
   
 
 
 
 
 
 
 
 
 
      
 
 
   
   
 
system-wide implementation and sustainability of EBP to achieve and sustain quality
outcomes (Rycroft-Malone & Bucknall, 2010). Key strategies for both individual and 
organizational change are incorporated into the ARCC model. The schematic of the 
ARCC model is located in Figure 1. Permission was obtained from the authors of the
model for depiction (Appendix A).
Underpinning theories that support the ARCC m
Figure 1. The Advancing Research & Clinical Practice with
Close Collaboration Model.  Reprinted with permission.
Tenets that must be present for successful implementation of the ARCC model
include: inquiry as a part of daily practice, overall goal and focus towards quality
outcomes, a process in place for purposeful achievement of best outcomes, transparency
of outcome and process data, autonomous clinicians who function as change agents and a
dynamic healthcare environment (Melnyk & Fineout-Overholt, 2010).
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Underpinning theories that support the ARCC model include Cognitive 
Behavioral Theory (CBT) and Control Theory (CT), which each serve as the conceptual
foundations for the ARCC model.  CT asserts that a discrepancy between a goal, (which 
in this project was the implementation of EBP for Magnet designation) and the existing
state (the current state to which EBP is being implemented) should motivate staff 
behavior toward goal attainment (Carver & Sheirer, 1982). When reaching a goal is
inhibited by barriers in the environment (i.e. inadequate skills, lack of administrative
support, or lack of time) a natural response is to allow barriers to stop progress towards
goal attainment. The premise of CBT is that an individual’s behaviors and emotions are 
often a mirror reflection of their thoughts and beliefs. These thoughts and beliefs are 
influenced by environmental, social and individual factors (i.e. thinking-feeling-behaving
triangle) (Beck, 1976). CBT serves to shape the clinician’s individual behavior towards
EBP.  A foundational principle of the ARCC model, grounded by CBT, is that when the
clinician’s belief about EBP and their capability to implement EBP is reinforced, the 
result will be improved implementation of evidence-based care (Melnyk & Fineout-
Overholt, 2011). 
In the ARCC model, EBP implementation is defined as practicing based on an 
EBP paradigm to improve outcomes (Melnyk & Fineout-Overholt, 2011).  The seven
steps of the EBP process defined by Melnyk & Fineout-Overholt (2011) include:
“0. Cultivating a spirit of inquiry.
1. Asking the burning clinical question in PICOT format.
2. Searching for and collecting the most relevant best evidence.
3. Critically appraising the evidence.
4. Integrating the best evidence with one’s own clinical expertise and
patient preferences or values in making a practice decision or change
5. Evaluating outcomes of the practice decision or change based on evidence.
6. Disseminating the outcomes of the EBP decision or change” (p.11).”
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Four basic assumptions of the ARCC model include:
“1) Barriers and facilitators of EBP for individuals exist within healthcare
organizations/systems,
2) For EBP to be successful, barriers must be mitigated or removed for both the
individual or healthcare organization
3) In effort to change their practice to be evidence-based, cognitive beliefs about
the value of EBP and the clinician’s confidence to implement EBP must be
strengthened and 
4) A culture of EBP that includes EBP mentors is essential to support, advance
and sustain individuals and healthcare systems evidence-based care” (Melnyk, &
Fineout-Overholt, 2010, p.170- 171). 
One key strategy of using the ARCC model is employing the use of an EBP
mentor to facilitate the use of evidence-based practice to improve and sustain quality
outcomes (Fineout-Overholt, Melnyk, & Schultz, 2005). EBP mentors are usually
advanced practice nurses who possess in-depth knowledge and skill regarding EBP
implementation and the ability to facilitate individual and organizational change. Their
role is to work with point-of-care clinicians to enhance their beliefs about the value of 
EBP in professional practice and increase their ability to implement EBP (Melnyk &
Fineout-Overholt, 2011). EBP mentors facilitate knowledge and skill development of
nurses and other clinicians through role modeling of their personal EBP skills and 
knowledge. Additionally, EBP mentors have been credited with improving outcomes
through well-organized EBP implementation while mitigating barriers that hinder a
culture that supports EBP (Melnyk & Fineout-Overholt, 2011).
Key steps the EBP mentor performs when using the ARCC model for system-
wide implementation of EBP include: 1) assessment of the organizational culture through 
administration of the Organizational Cultural Readiness for Systematic Implementation
13
 
 
 
 
      
    
    
  
   
        
    
   
 
 
   
 
 
 
  
 
 
  
  
 
 
  
of Evidence-base Practice (OCRSIEP) to evaluate the major strengths and barriers to
EBP implementation 2) pre- evaluation of clinician’s beliefs about EBP and 
implementation using the EBP Belief (EBPB) and EBP Implementation (EBPI) surveys, 
3) development and deployment of EBP mentor(s), 4) systematic implementation of an
initiative utilizing the steps of the EBP process, 5) post-evaluation of clinician’s beliefs
about EBP and implementation using the EBPB and EBPI. Evaluation of clinician
survey data from the OCRSIEP and the pre and post EBPB and EBPI provides the EBP
mentor with essential information to develop a strategic plan to further engage clinicians
at the point-of-care in EBP and promote a culture that supports and sustains EBP
decision-making. 
Kotter’s Change Model
Successful change requires essential elements including vision, belief, strategic
planning, action, persistence and patience (Melnyk & Fineout-Overholt, 2011).  To gain 
insight and wisdom from experts in the change process from the business industry, a
change model was selected.  The Kotter Change Model was selected to guide and support
the behavioral changes necessary to promote success of the implementation process.  In 
his landmark book, Leading Change, first published in (1996), John Kotter notes that up 
to seventy percent of organizational change fails. John Kotter, Professor at Harvard 
Business School, has spent three decades examining change, looking at what promotes
and impedes the success of organizational change.  The Kotter Model, a leadership model
with wide application, is an eight-step model that starts with a sense of urgency that is
established and translated into a vision that is well communicated and understood.  The
clarity and depth of understanding a clearly articulated vision is crucial for the team.  
14
 
 
 
 
 
  
 
  
   
  
 
   
 
 
 
  
 
 
    
 
 
  
 
    
 
      
   
    
  
   
   
Termed “guiding coalition,” the vision is meant to inspire individuals and develop a
commitment towards embracing change.  Change then occurs through a broad base of
informed, committed and inspired individuals who consistently strive to reduce resistance
and promote efficiency towards success and sustained change.  The ability to be
continuously adaptable at each step is critical to the success of the change process.  The 
Kotter Model (1996) consists of eight steps:
1) Create a sense of urgency
2) Create the guiding coalition
3) Developing a change vision
4) Communicating the vision for buy-in, 
5) Empowering broad based action
6) Generate short-term wins
7) Don’t give up
8) Making it stick.
The leadership principles of change in the Kotter Model supported the implementation of
this clinical project that utilized the ARCC model as the guiding framework for EBP
implementation at KHD.
ARCC Instruments
The conceptual framework that guided this project is the ARCC model.  The
ARCC model employs the use of three specific surveys, the EBPB, EBPI and OCRSIEP, 
and a demographic survey in understanding the current state of EBP within an 
organization.  These surveys are located in Appendices B, C, and D respectively. To
understand the impact of the EBP mentor, pre and post measures of the three surveys and 
the demographic survey were taken. The Organizational Culture Readiness for System-
wide Integration of Evidence-based Practice (OCRSIEP), a 25-item Likert scale survey
(Appendix B), was designed to evaluate the organizational culture and readiness for EBP
(Melnyk, & Fineout-Overholt, 2011). The EBP Belief Scale (EBPB), a 16-item Likert 
15
 
 
 
 
     
   
    
     
  
       
     
 
 
 
   
 
    
 
 
 
 
 
scale survey (Appendix C), was designed to assess the clinician’s beliefs regarding the
value of EBP and their ability to implement it (Melnyk & Fineout-Overholt, 2011). The 
EBP Implementation Scale (EBPI), an 18-item Likert scale survey (Appendix D), was
designed to evaluate the implementation of an EBP intervention (Melnyk, & Fineout-
Overholt, 2011). The EBPB and EBPI have established face and content validity with 
internal consistency reliability greater than 0.85 respectively (Levin, Fineout-Overholt, 
Melnyk, Barnes & Vetter, 2011; Melnyk, Fineout-Overholt, & Mays, 2008).
Translation and integration of new evidence into practice precisely and efficiently
plays a cornerstone role in the reform of the United States healthcare delivery system.
The ARCC model, focusing on the 7-step EBP paradigm, served as the roadmap for the 
EBP mentor to implement an evidence-based initiative in a long term care setting.  A
comprehensive literature search was conducted to learn more about the current state of
evidence-based practice including the healthcare staff’s beliefs about EBP and EBP
implementation. It was important to understand more about the culture of the practice
environment including what factors may have served as barriers and facilitators to EBP
implementation and sustainability.
16
 
 
 
 
  
  
   
  
    
    
   
       
    
   
  
     
      
  
   
    
     
    
       
II. EVIDENCE
 
Search Method
To search the literature for the best evidence, the first crucial step is to identify the
key elements from the PICOT question for guiding the search (Melnyk & Fineout-
Overholt, 2011, p. 43). The main concepts of the PICOT question were identified 
providing key words for use in a detailed search strategy. The keywords searched
included: “evidence-based practice”, “evidence-based nursing,” “evidence-based care,”
“nursing,” “mentor,” “champion,” outcomes,” and “advancing research and clinical
practice through close collaboration model” and “ARCC model.” The searches included
English language and limits used were subject headings, titles and key words only and 
research studies.
Nine “keeper” articles were located through the search process. Each of the nine
articles was evaluated to determine the strongest and most applicable evidence. Accurate 
assignment of the level of evidence is a crucial step to assure that the best evidence for
professional practice decisions is utilized. The rating system utilized rated evidence from 
the highest level of evidence, Level I, which encompasses systematic reviews or meta-
analysis of all relevant randomized control trials (RCTs) through the lowest level 
evidence, Level VII, which is evidence from the opinion of authorities, and/or reports of 
expert committees (Melnyk & Fineout-Overholt, 2011, p. 12). The evidence retrieved
included one Level II study (a pilot study), two Level IV studies, three Level VI studies 
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and three Level VII articles that provided foundational information.  A grey literature
search was conducted with no further evidence retrieval. Evaluation tables of the nine
identified articles are located in Tables 1 through 9.
Critical Appraisal of Evidence
Articles were selected based on the key concepts of the PICOT question: EBP
implementation model, EBP beliefs and EBP implementation. Evaluation Tables were 
developed to outline and organize key information from nine keeper articles. Next,
critical appraisal of evidence, the hallmark of EBP, was performed to assess for validity, 
reliability, and applicability of worth for answering the PICOT question.  Rapid critical
appraisal (RCA) involves review of each study to determine the level of evidence, the 
quality of the research evidence and usefulness to practice (Fineout-Overholt, Melnyk, 
Stillwell & Williamson, 2010).
Articles were then synthesized based on the level of evidence and the concepts of
interest, which included EBP mentor role, EBP barriers and facilitators and outcomes. 
Synthesis involves careful decision-making about which studies to include or exclude, 
clustering of studies in an organized fashion to thoughtfully analyze inconsistencies
across studies, reflection of consensus of conclusions across studies and the gestalt of
strength of findings across studies (Fineout-Overholt, CTEP Presentation, March 18, 
2012).
EBP Mentor 
Findings from eight of the nine sources of evidence support the role of the EBP
mentor serving as a facilitator for implementing EBP in clinical settings (Fineout-
Overholt, Melnyk & Schultz, 2005; Levin, Fineout-Overholt, Melnyk, Barnes & Vetter,
18
 
 
 
 
 
  
   
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
  
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
  
 
   
 
 
 
 
 
  
 
 
 
 
 
 
 
Table 1
Evaluation Table 1
Citation Conceptual
Framework
Design/
Method
Sample/
Setting
Major
Variables
Studied
Measurement Data 
Analysis
Findings Appraisal
Worth to 
Practice
19
Melnyk, B., 
Fineout-
Overholt, E., 
Feinstein, N., Li,
H., Small, L., 
Wilcox, L. &
Kraus, R. (2004).
Nurses’ perceived
knowledge,
beliefs, skills, and
needs regarding
evidence-based
practice:
Implications for
accelerating the 
paradigm shift.
Worldviews of 
Evidence-based 
Nursing. 3rd
Quarter, 185-193.
Transtheoretical
Model of
Organizational
Change and the
Control Theory
Descriptive 
study using
surveys
Convenience 
sample was 160 
nurses attending an 
EBP conference in
Eastern United
States.
117 or 73.1%
currently in
practice,
68 or 42.5%
currently teaching
Beliefs and
knowledge
re EBP
Survey items:
Demographic = 9
Knowledge, beliefs
re EBP knowledge,
beliefs =7
EBP
implementation:
dichotomous= 9
open ended
questions= 13
EBP knowledge,
comfort level with
teaching=3
For educators, do 
you teach EBP? 
yes/no questions
= 6
open ended about
teaching EBP=4
One item regarding
scholarly activity
re to EBP
Descriptive 
statistics,
with use of
confidence 
intervals and
Pearson’ r 
correlation
Benefit of EBP
in improving
outcomes seen
as high,
knowledge of
EBP was
relatively low.
Nurses only
moderately
believes
evidence is
basis for
practice
Use of
evidence in
practice= 46%
Barriers (in
priority:
1) time
2) access
3) financial
support
4) closed 
minds
5) lack of
knowledge
6) lack of
support
A mentor is
Provided 
initial testing
of surveys.
Sample may
have been
biased as
was it was a
convenience 
sample
(those
attending an
EBP
conference).
key facilitator
to use of EBP.
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Table 2
Evaluation Table 2
Citation Conceptual Design/ Sample/ Major Measurement Data Findings Appraisal
Framework Method Setting Variables Analysis Worth to 
Studied Practice
Pravikoff, D., none Descriptive A stratified Awareness of 93 item Descriptive Typical
Tanner, A., & exploratory random sample nurses questionnaire statistics respondent was
Pierce, S. questionnaire of US RNs regarding using 40-49 y o RN.
(2005). used to examine importance of Data was means and
Readiness of U.S. RNs 3000 surveys using evidence analyzed using percent- 61% needed to
U.S. Nurses for perceptions of sent with 1097 and research SPSS 12.0 ages look for
evidence based information returned for a findings in resources 1 or
practice. sources 37% return rate practice, more times per
week. 67%American available to
Journal of them and their Availability of went to a 
Nursing, 105(9), skills to use the resources and colleague 
40-51. information barriers to rather than
using literature, 46%
evidence/resear were familiar
ch in practice with term EBP.
76% had never
searched
CINAHL &
58% had never
searched
Medline.
Demonstrated limited
use of literature by RNs
and the unfamiliarity
with EBP terms & value 
for practice.
Half were not familiar
with the term EBP, only 
27% had been taught 
how to search databases
Most had not searched 
information databases
to gather practice 
information.
Those who do use
search skills to find
information do not
believe they have skill 
set to do so.
 
 
 
 
  
   
   
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
   
 
 
 
 
 
      
 
 
 
  
  
  
 
 
   
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   
 
 
 
 
 
 
 
 
 
 
Table 3
Evaluation Table 3
Citation Conceptual
Framework
Design/ 
Method
Sample 
/Setting
Major
Variables
Studied
Measurement Data 
Analysis
Findings Appraisal
Worth to Practice
Fineout-Overholt, Not a Review of Cited two EBP mentor
E., Melnyk, B. &
Schultz, A.
study. ARCC and Clinical
Scholar Models
models and selected EBP
models.
21
(2005).
Transforming
health care from
the inside out: 
Advancing
evidence-based
practice in the 21st 
century. Journal
of Professional 
Nursing, 21(6),
335-344.
Defined key elements
of EBP including
mentors, partnerships,
EBP champions,
administrative
support, time for EBP
& resources.
Increased use of EBP
provides ownership in
practice to improve
outcomes and transform
healthcare
Defined need for
integration of EBP at all 
levels of nursing and 
recommendations for
accelerating EBP in
practice academia &
research.
Provided 
recommendations/
strategies
for change to facilitate 
culture of EBP  for use in
education, practice &
research
 
 
 
 
  
   
 
 
  
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
  
 
  
 
 
    
 
 
 
 
  
 
 
 
 
 
  
 
  
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
Table 4
Evaluation Table 4
Citation Conceptual
Framework
Design/
Method
Sample 
/Setting
Major
Variables
Studied
Measurement Data 
Analysis
Findings Appraisal
Worth to Practice
Melnyk, B. 
(2007). The
evidence-based
practice mentor:
A promising
strategy for
implementing and 
sustaining EBP in
healthcare 
Editorial Reviewed various
strategies to
implement an EBP
mentor role
Key take away
points:
To sustain a culture
of EBP, there must
be a mechanism to
continue & accelerate 
implementation of
EBP once initiated
22
systems.
Worldviews on 
Evidence-Based 
Nursing, 3rd 
Quarter, 123-125.
To sustain EBP,
must be a key
mechanism to assist
individuals in
consistent 
implementation of
EBP
Competing priorities
are viewed as a 
barrier to consistent
use of EBP & the 
healthcare provider’s
ability to routinely
provide EB care.
 
 
 
 
  
   
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
  
  
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
  
  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 5
Evaluation Table 5
Citation Conceptual Design/ Sample/ Major Variables Measurement Data Findings Appraisal
Framework Method Setting Studied Analysis Worth to 
Practice
Wallen, G., Based on use Quasi Setting was a Organizational Online Qualitative Qualitative Capacity
Mitchell, S., of ARCC as experimental research intensive readiness for questionnaires assessment findings building in 
Melnyk, B., an mixed environment At EBP, EBP included: was used to suggested that under­
Fineout-Overholt, educational methods the NIH Clinical beliefs, EBPB assess leadership resourced.
E., Miller-Davis, strategy study. Center EBPI organizational support of a environments
C., Yates, J. & EBP OCRSIEP readiness culture for require that
Hastings, C. Discussions Focus groups implementation Group EBP and organization 
(2010). with nursing composed of 4 beliefs Cohesion Scale Quantitative dedication of leaders use 
Implementing leadership CNSs, 9 in- Price and analysis resources for creativity to
evidence-based and shared patient and out ­ job satisfaction, Mueller Job consisted of sustainability identify
practice: governance patient managers group cohesion, Satisfaction using of the mentors and
23 effectiveness of a 
structured 
staff
AND pre and 
& 5 members of
the shared intent to leave
Scale
job 
descriptive 
statistics,
initiative vital 
& must be a 
engage 
nursing staff
multifaceted post governance nursing and the satisfaction, Pearson’s r priority for in the process
mentorship questionnaires structure. current job group correlation & engaging staff and 
programme. Before and cohesion, parametric at all levels. commitment
Journal of after a 2 day Surveys intent to leave tests of nurses
Advanced intensive administered nursing and the Having an consistently
Nursing, 66(12), regarding prior to and after current job EBP mentor using
2761-2771. EBP a 2 day intensive, led to stronger evidence to
Pre questionnaire beliefs and improve
N=159 pre greater practice.
implementation implementatio 
and Post n of EBP.
questionnaire Also greater
N=99 post group 
implementation cohesion, a 
known 
predictor of
nurse
turnover.
 
 
 
 
  
   
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
  
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
  
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 6
Evaluation Table 6
Citation Conceptual
Framework
Design/
Method
Sample/
Setting
Major Variables
Studied
Measurement Data 
Analysis
Findings Appraisal
Worth to 
Practice
24
Melnyk, B., 
Fineout-
Overholt, E.
Giggleman, M.
& Cruz, R.
(2010).
Correlates
among cognitive
beliefs, EBP,
implementation,
organizational
culture,
cohesion, job 
satisfaction in
evidence-based
practice mentors
from a
community
hospital system.
Nursing 
Outlook, 58(6),
301-308.
ARCC Descriptive 
correlational
study
Surveys
Sample:58 health 
professionals  pre
and post
implementation of a
12 month program
implementing the
ARCC model in a
community hospital
setting, involving 10
nursing units.
Average length of
time nurse 
employed who 
participated was 9
years
Setting: Washington
Hospital Healthcare 
System
EBP Beliefs
EBP Implementation
EBP Organizational
assessment (culture 
and readiness)
Group cohesiveness
Job satisfaction
EBPB
EBPI 
OCRSIEP 
Job satisfaction
Nurse turnover
Participants
beliefs about
EBP were 
moderately
strong, although 
EBP
implementation
was relatively
low.
Ultimate
purpose is to 
improve care 
and enhance job
satisfaction
Supports that
organizations
need to
establish and
support
cultures
where EBP is
expected and
supported, to
strengthen 
staffs belief
about the
value of EBP
and their
confidence to 
implement 
EBP. 
 
 
 
 
  
   
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
  
 
 
 
 
 
 
 
  
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 7
Evaluation Table 7
Citation Conceptual Design/ Sample/ Major Measurement Data Findings Appraisal
Framework Method Setting Variables Analysis Worth to 
Studied Practice
Levin, R., Pilot test of 2 group 46 nurse from EBP Beliefs Tools: SPSS V11 Nurses “ARCC may
Fineout-Overholt, ARCC randomized Visiting Nurses EBP EBPB Descriptive who used be a 
E., Melnyk, B., control pilot trial Service of New Implementation EBPI statistics, EBP promising
Barnes, M. & 1) didactic lecture York Group Group effect size, t process strategy to
Vetter, M. by APN re EBP , Cohesiveness Cohesiveness test, and EBP enhance 
(2011). Fostering 4 sessions weekly Control Group= 24 Nurse Scale ANOVA mentor EBP and 
evidence-based for I hour Satisfaction Index of Work had improve
practice to 2) EBP tool kit EBP Productivity Satisfaction stronger patient 
improve nurse 3) environ- Experimental Turnover rates EBP outcomes
and cost mental prompts, Group = 22 beliefs, and nurse
outcomes in a e.g. posters EBP turnover
25 community health 
setting- A pilot 
4) EBP mentor on 
site for 2 hours
implement 
ation
rates” 
(Levin, et 
test of the weekly for 12 behaviors, al., 2011).
Advancing weeks and also more
Research and by email group 
Clinical Practice Control group cohesion,
through Close received 4 one less 
Collaboration. hour lectures attention/ 
Nursing regarding adult turnover.
Administration physical
Quarterly, 35(1), assessment
21-35.
 
 
 
  
  
   
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
  
 
 
 
  
 
 
 
 
  
     
 
 
 
  
  
 
  
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
Table 8
Evaluation Table 8
Citation Conceptual
Framework
Design/
Method
Sample/
Setting
Major
Variables
Studied
Measurement Data 
Analysis
Findings Appraisal
Worth to Practice
26
Melnyk, B., 
(2012). Achieving
a high reliability
organization 
through the
implementation of
the ARCC- model
for system-wide
sustainability of
evidence-based
practice.
Nursing 
Administration
Quarterly, 36(2),
127-135.
ARCC Not a 
study.
Article describes
building a culture
that supports EBP
& improves patient
safety and outcomes
as a strategy that
ultimately may
assist organization
in achieving  high 
reliability
organization (HRO)
Described 5 key
concepts of a HRO
Defines key
characteristics
that are germane to
both HRO & EBP
cultures.
Describes role of the 
ARCC model
To achieve a HRO
Describes major
factors influencing
EBP adoption 
 
 
 
  
  
   
 
 
 
 
 
 
 
 
 
 
  
 
 
 
   
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
  
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
  
 
 
 
 
 
 
 
 
 
 
   
 
 
 
 
 
 
 
  
 
Table 9
Evaluation Table 9
Citation Conceptual
Framework
Design/
Method
Sample/
Setting
Major
Variables
Studied
Measurement Data 
Analysis
Findings Appraisal
Worth to Practice
27
Melnyk, B., 
Fineout-
Overholt, E., 
Gallagher-Ford,
L. & Kaplan, L.
(2012). The
state of
evidence-based
practice in US
nurses: critical 
implications for
nurse leaders
and educators.
Nursing 
Administration
Quarterly, 22(9),
410-417.
ARCC Descriptive ANA 
members
1015 
ANA 
members,
Reported
Magnet vs
non Magnet,
5% return
EBP beliefs
EBP
implementation
Online
questionnaires
included:
EBPB
EBPI
Correlational
study
Explored 
differences
between Magnet
vs non Magnet
facilities:
Magnet facilities
reported higher
EBP consistency
with
implementation,
availability of
EBP experts,
EBP culture,
routine EBP
educational
offerings and 
recognition for
EBP
Updated/
Current state of EBP
in US nurses
Provides list of
Updated resources
needed or strongly
needed:
Online EBP center
where EBP consultants
are available for
consultation,
tools that can
implement EBP with
patients,
online education &
skill building modules,
online distance
participation learning with EBP
mentor consultants,
Differences access to EBP
between mentors,
master’s EBP Webinars
prepared vs non 
mastered
prepared
respondents
were EBP skill 
development
 
 
 
 
 
  
  
  
       
  
      
     
   
       
    
       
  
   
         
     
   
  
    
  
   
      
2010; Melnyk et al., 2004; Melnyk, 2007; Melnyk, Fineout-Overholt, Giggleman & Cruz, 
2010; Melnyk, 2012; Melnyk et al., 2012; Wallen, et al., 2010).  An EBP mentor serves
as a facilitator when implementing EBP by providing guidance for translation of evidence
into practice and providing consistent and ongoing mentorship during implementation
and evaluation of outcomes. One key role of the EBP mentor is to strengthen healthcare 
professionals beliefs about the value EBP adds to their practice and enhances their ability
to implement practice based on evidence (Fineout-Overholt et al., 2005; Levin, et al., 
2010; Melnyk, 2007; Melnyk, et al., 2010; Melnyk, 2012; Melnyk et al., 2012; Wallen et
al., 2010). Strengthening staff’s belief about the value of EBP and their ability to
implement EBP is accomplished through ongoing education, role modeling and 
mentorship to staff. Study findings suggest that the presence of an EBP mentor has led to
stronger beliefs about the value of EBP and further develop staffs’ ability to implement 
EBP within their organization (Levin, et al. 2010, Melnyk et al. 2010; Wallen et.al.
2010).
Barriers and Facilitators of EBP
An additional key role the EBP mentor provides is the ability to identify barriers
within organizations’ regarding EBP implementation. Furthermore, the EBP mentor is
instrumental in utilizing organizational skills and political savviness necessary to mitigate
or remove any political barriers by involving appropriate staff, nursing leadership and 
key stakeholders (Melnyk & Fineout-Overholt, 2011). Several findings from current
research identified barriers to EBP implementation that include time to search and 
critically appraise evidence, lack of EBP skills, access to resources, colleagues who are
close-minded to the value of EBP, lack of knowledge and lack of administrative support
28
 
 
 
 
       
  
    
 
  
     
   
  
  
   
  
      
  
     
   
     
      
       
   
  
  
  
(Melnyk et al. 2004). A recent study involving a survey of nurses who were members of
the American Nurses Association (ANA) identified new barriers not previously cited in 
the literature involving lack of available information and evidence to support EBP efforts
(Melnyk, et al., 2012). Additionally, this study (n= 1015 which represented a 5%
respondent rate), reported repeated resistance toward EBP from professional colleagues
as follows; physicians (n=34, 5%), nurses (n=46, 7%) and nurse managers or leaders
(n=51, 8%) (Melnyk et al., 2012).  Competing organizational priorities are also viewed as
a barrier to consistent use of EBP and the clinician’s ability to routinely provide
evidence-based care (Melnyk, 2007).  
The Magnet Recognition Program® by ANCC, facilitates EBP through the
rigorous NK standards which require hospitals to define and exhibit sources of evidence
that support the infrastructure and resources utilized to enhance and encourage ongoing
advancement of EBP (ANCC, 2011). Survey respondents from Magnet-recognized 
facilities reported an enhanced culture that is supportive of EBP through the provision of
education and EBP mentors. Magnet organizations were found to facilitate consistent
implementation of EBP and recognize nurses for their EBP professional contributions
(Melnyk et al., 2012). Leadership support in a culture that supports EBP has been found 
to be a key facilitator of EBP implementation (Fineout-Overholt. et al. 2005; Melnyk et
al. 2010; Melnyk et al, 2012; Melnyk, 2012; Wallen, et al. 2010). Other key factors
influencing the adoption of EBP includes characteristics of the proposed implementation
(strength of evidence, ease and cost to implement), characteristics of the clinician (beliefs
about EBP and their ability to implement EBP and efficacy), organizational environment
and culture and organizational change process (Melnyk, 2012).
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Impact of EBP on Outcomes
Research suggests the importance of EBP integration for improving patient 
outcomes, which results in higher quality of care, and reduction in healthcare costs
(Melnyk, 2007). Advocacy and administrative support for resources necessary to
successfully implement EBP is paramount if changes based on evidence are to produce
and sustain improved patient, staff and organizational outcomes (Melnyk et al., 2012). 
Not only are outcomes patient or organizational-centered, but healthcare professional
outcomes include enhanced knowledge around the importance of EBP to their
professional practice, strengthened confidence in ability to implement EBP and increased
cohesion and job satisfaction (Levin et al. 2011; Melnyk et al. 2010; Wallen et al. 2010).
The ARCC model has been proposed as one guiding model for achieving a high 
reliability organization (Melnyk, 2012).  Highly reliable organizations are those that 
provide safe evidenced-based care, with minimal errors towards achieving exceptional
performance in patient safety and quality.
Synthesis and Level of Evidence
No Level I studies have been published regarding the role of an EBP mentor
towards improving outcomes. There is one Level II pilot study that utilized the ARCC
model and survey tools (EBPB, EBPI ) to evaluate nurse’s beliefs about EBP and their
beliefs about their ability to implement EBP (Levin et al., 2011). Other outcome data 
was reported in a two group randomized controlled pilot (Levin et al. 2011) that explored 
the relationship of EBP implementation using an EBP mentor with cohesion, 
productivity, staff cohesion, job satisfaction and attrition and turnover rates. An
additional Level VI study (Melnyk et al., 2012) reported findings on the current state of
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EBP in the United States, comparing differences between nurses from Magnet versus non 
Magnet facilities and differences between masters versus non masters nurses perception 
regarding EBP and the essential resources required to promote and sustain EBP. Two
Level IV studies examined the use of the EBP mentor in both a community hospital
system and research-intensive teaching facilities and the correlation among EBP beliefs,
implementation, organizational culture, cohesion and job satisfaction (Melnyk et al.,
2010; Wallen et al., 2010). Two Level VI studies discovered staff nurse’s beliefs about
EBP and their ability to search evidence and utilization in practice (Melnyk, et al. 2004; 
Pravikoff, et.al. 2005). Three Level VII publications are included that provide expert
opinion about foundational information focusing on the role of the EBP mentor in 
facilitating the EBP paradigm to improve patient outcomes (Fineout-Overholt al. 2007;
Melnyk, 2007; Melnyk, 2012). The synthesis table identifying the level of evidence and 
key findings for each keeper article is located in Table 10. Ultimately, synthesis provides
the EBP mentor the confidence to implement the evidence critically appraised. In
addition, an additional synthesis table (Table 11) provides greater detail regarding the 
studies that utilized the ARCC assessment surveys (OCRSIEP, EBPB and EBPI).
Gaps in Literature
There is a growing body of research validating the utility of the ARCC model to 
facilitate evidence-based practice within healthcare organizations. The financial return 
on investment for the use of EBP mentors to facilitate EBP is not fully documented. 
There are no published studies that clearly document the financial benefit of utilizing the
ARCC model as a strategy for implementation of EBP and sustaining patient outcomes. 
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Table 10
Synthesis Table-by Concepts: EBP Mentor Role, Barriers and Facilitators
Melnyk
et al.
(2004)
Pravikoff
et al.
2005)
Fineout-
Overholt
et al.
(2005)
Melnyk
(2007)
Wallen
et al.
(2010)
Melnyk
et al.
(2010)
Levin et
al. (2011)
Melynk
(2012)
Melynk
et al.
(2012)
Evidence Level VI VI VII VII IV IV II (pilot) VII VI
EBP Mentor Role
Supported role of EBP mentor √ √ √ √ √ √ √
EBP role increases individual’s
beliefs about EBP & ability
to implement EBP
√ √ √ √ √ √ √
Barriers
Time, lack of knowledge, & access
to tools identified
Competing priorities
Resistance from nurse managers,
leaders & colleagues
√ √
√
√ √
√
√ √
√
√
√
√
Facilitators
Administrative support crucial √ √ √ √ √ √ √
Supportive culture critical to
advance EBP
√ √ √ √ √ √ √
ARCC Model √ √ √ √ √ √ √
Magnet Recognition® √
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Table 11
Synthesis Table of EBP Studies Employing the OCRSIEP, EBPI, and EBPB Surveys
Evidence Level
Melnyk et al.
(2004)
VI
Pravikoff
et al.
(2005)
VI
Fineout-
Overholt
et al.
(2007)
VII
Melnyk  
(2007)
VII
Wallen
et al. (2010)
IV
Melnyk et
al.(2010)
IV
Levin et
al. (2011)
II (pilot)
Melynk 
(2012)
VII
Melynk 
et al.
(2012)
VI
ARCC tools
utilized
EBPB,
EBPI
Non-
ARCC 
used for
EBPB,
EBPI &
OCRSIEP
EBPB,
EBPI &
OCRSIEP
EBPB,
EBPI
EBPB,
EBPI
survey
Sample/ Response
Rate
160
Convenience
sample at
EBP
conference
1097
stratified
random 
sample
US 
nurses
37%
return
159 pre
94 EBP
group
65 non EBP
group
99 post
59 EBP
group
41 non EBP
58
Washington
Community
Hospital, CA
17% non-
nursing 
respondents
46
Visiting
Nurse
Service,
New York
1015 
ANA 
members,
Reported
Magnet
vs non 
Magnet,
5% 
return
group
NIH 
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Recommendations for Practice
The evidence synthesis conducted from the published studies supports utilization 
of an EBP mentor employing the steps of the EBP process to successfully implement
EBP at the point of care. The ARCC model endorses the use of the EBP mentor for
implementation of EBP to improve and sustain both staff and patient outcomes (Melnyk
& Fineout-Overholt, 2011).
The purpose of this doctoral project was to implement an evidence-based practice 
(EBP) model in a long-term acute care hospital as they began their journey in pursuit of
Magnet recognition.  Implementation of an EBP model, the Advancing Research and 
Clinical practice through close Collaboration (ARCC) model, involved conducting an 
initial organizational assessment of staff to understand the staff’s beliefs, implementation, 
and organizational and cultural readiness for EBP.  Utilizing the findings of the 
organizational assessment, a clinical nurse specialist (CNS), functioning in the role of
EBP mentor, facilitated staff towards meeting the expectations of EBP work for Magnet
recognition. To understand the impact of the EBP mentor, post measures of the same 
three surveys were taken.
The EBP mentor’s work focused on guiding the staff through the steps of the EBP
process imbedded in the conceptual framework, the Advancing Research and Clinical
practice through close Collaboration (ARCC) model, which served as the model that
guided this project. 
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III. IMPLEMENTATION
This section describes the implementation process utilized for this project. First,
the population of interest will be defined followed by a description of the practice setting. 
Next, ethical and legal considerations will be discussed. A detailed description of the
project implementation will follow utilizing the ARCC model and principles from 
Kotter’s Change Model. This chapter will close with a detailed review of the financial
resources required to complete this scholarly project.
Population of Interest
The population for this doctoral project includes all licensed health care staff at
Kindred Hospital in Dayton, Ohio, which includes registered nurses (RNs), clinical nurse 
specialists, pharmacists, dieticians, respiratory therapists, physical therapists, 
occupational therapists, medical laboratory technicians and radiology technicians.
Practice Setting
The setting for this doctoral project was Kindred Hospital in Dayton, Ohio. 
Kindred Hospital Dayton (KHD) is a 67-bed long-term acute care (LTAC) for-profit
facility that provides care to complex patients. Geographically, the medical surgical beds
are cohorted into pods of eight beds, while intensive care is a closed unit with 12 beds.
The average length of stay for a KHD patient is 29 days. A letter of approval to conduct
this doctoral project was signed by the Chief Clinical Officer (CCO) at Kindred Hospital 
and is located in Appendix E. 
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Ethical and Legal Considerations
This proposal was submitted for expedited review and approved by the Wright
State University (WSU) Investigational Review Board (IRB) prior to data collection. 
Process of Implementation
KHD officially submitted their application to pursue Magnet designation in early
2012 creating the impetus for change and driving force for implementation of EBP. 
KHD’s CCO had established the goal of becoming the first LTAC hospital to achieve 
Magnet Designation in the world. Five Kindred Hospitals were currently seeking Magnet
designation, however KHD was serving as the pace setter hoping to be the first Kindred 
Hospital to achieve this prestigious award. Creating a sense of urgency is the first step
and toughest step in helping others feel an instinctive determination to move and win
because it serves as the foundation and core to move forward with a new initiative
(Kotter, 1996). Initial interface via a face to face meeting with the CCO and this author
regarding the opportunity to participate in Kindred’s magnet journey and EBP
implementation occurred on December 17, 2012.  During January 2013, this author met
the Senior Leadership Team and the Interdisciplinary Management Teams. These 
meetings provided the opportunity to meet with key leadership in the organization, 
describe the intent of the DNP student’s project and to open dialogue regarding the EBP
journey, including anticipated roles and expectations for EBP implementation. This
initial meeting served to establish solid professional relationships between the DNP
student and KHD leadership that would be an important foundation when working
together through a project of this nature. Additionally, the information shared and the
collaborative dialogue provided essential information for KHD to begin to craft their
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vision for the Magnet journey. They learned and began to embrace the idea that their
current professional environment and culture would be changing significantly. 
According to Kotter (1996), when creating the guiding coalition (Step 2, Kotter
Model), it is important to pull together a team capable of creating and implementing
change. Councils were restructured into a Nursing Practice Council (NPC) and an
Interdisciplinary Practice Council (IDC) to serve as the teams to lead EBP
implementation at KHD. Kotter (1996) identifies four qualities that should be present
collectively in a team including position power (enough key players), expertise, 
credibility and leadership. KHD leadership selected membership for the NPC and IDC
teams. In February 2013, KHD held their Magnet kickoff day to celebrate embarking on 
the journey and share the change vision, (Step 3, Kotter Model) clarifying how the future
was anticipated to change and to stir excitement about the Magnet journey.
Communicating the vision clearly is very important to gain buy-in with as many
participants to understand and embrace the vision (Step 4, Kotter Model). The DNP
student had the opportunity to attend select sessions of this event with KHD leadership
and management teams to show support and articulate the vision to Vice President of
Operations from Kindred Hospital Division, Tony Disser, who actually by training is a
CNS.
Pre Survey Process
The Advancing Research and Clinical Practice through close Collaboration
(ARCC) model (Melnyk & Fineout-Overholt, 2011) served as the roadmap for this
project. The ARCC model provides a framework for system-wide integration and 
sustainability of evidence-based practice to improve patient outcomes and quality of care.
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The first step of the ARCC model involves an assessment of the organization’s culture 
and readiness for EBP and the staff’s beliefs and implementation about EBP.  It was
important to conduct an initial organizational assessment of staff in a long-term acute 
care hospital as they began their journey in pursuit of Magnet recognition.  The
assessment included understanding the staff’s beliefs, implementation, and organizational
and cultural readiness for evidence-based practice (EBP). The organizational assessment
was conducted utilizing the Organizational Culture and Readiness for System-wide 
Integration of Evidence-based Practice (OCRSIEP) scale. Staff’s beliefs about EBP were 
measured using the Evidence–Based Practice Belief (EBPB) scale. Staffs’ beliefs about
their ability to implement EBP were assessed using the evidence–Based Practice Belief
(EBPI) scale.
Two weeks prior to implementation of the pre-survey, a flyer was posted in the 
non-patient areas such as the staff lounges, bathrooms and break rooms announcing the
opportunity to participate in the upcoming project (Appendix F). Concurrently, an email
was sent to all licensed health care staff at Kindred (licensed practical nurses, registered
nurses, pharmacists, dieticians, respiratory therapist, physical therapist, occupational
therapists, laboratory technicians and radiology technicians) asking them to complete the 
OCRSIEP, EBPB, the EBPI and a demographic survey (Appendix G). The email
(Appendix H) briefly described the intent of the project and contained a link to 
instructions and the four surveys. Participation was voluntary and completion of the
surveys served as implied consent. The opportunity to participate in the pre-survey was
approximately two weeks.  Participation was low; therefore, an email with the link was
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re-distributed ten days after the initial email to encourage additional staff participation in
the project. The survey remained open for two and a half weeks.
After the close of the pre-survey, staff education was completed through an
interactive educational series, which was presented in a one-day seminar regarding
Magnet as a driving force for EBP implementation, the importance of EBP to 
professional practice, the EBP process, the role of the EBP mentor and the DNP student
who will serve as an EBP mentor.  The educational event was open to all licensed staff,
however; was strongly encouraged for members of the NPC and IDC.  Twenty-eight
licensed staff participated in this educational event, which was the first face-to-face
interaction with the DNP student. A detailed outline of the education plan is located in 
Appendix I. 
The education was provided as a one day event.  The DNP student recommended 
the content be presented in three separate educational sessions due to the amount and 
complexity of information that would need to be taught.  However, the CCO and Director
of Education opted for the one day event to facilitate staff attendance and provide
coverage for patients on the units. The education being presented in a one day seminar
was perceived by the DNP student as a significant barrier to staff learning because the 
information was extensive and new. To mitigate this barrier, the DNP student created
multiple other resources to reinforce information that was taught during the one-day
education session. Two posters were placed in the education room; one that highlighted 
key concepts and a timeline of the project and the other poster that detailed the 7-steps of 
the EBP process. Key documents, templates and EBP tools were downloaded with 
permission from document authors Bernadette Melnyk and Ellen Fineout-Overholt on the
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KHD internal resource page. These key documents included a PICOT Question template,
evaluation table template, synthesis table template, rapid critical appraisal (RCA) tools, 
educational presentations and a reference list of the American Journal of Nursing (AJN) 
article series. Early recognition of the need to provide a review of different modules
presented during the initial education provided the opportunity to plan ahead. Handouts
from the EBP lecture series were copied in advance to be used as reinforcement for each
topic when discussed along the journey over the next several months.  Uploading these 
resources on the KHD intranet provided access to all KHD staff for use of these essential
tools.
The next step of the ARCC model was to identify barriers and facilitators to EBP
implementation.  Recognition or anticipation of these barriers provided the opportunity to 
plan ahead to potentially mitigate barriers through skillful planning. Removing or
planning for any known barriers was important to promote success and “unleash” the 
staff to do their work (Kotter, Step 5). The findings from the OCRSIEP provided
information about the organizational culture and readiness, including barriers and 
facilitators.
Anticipated barriers to conducting an evidence-based practice project at KHD
included time away from the unit for involvement in projects, overwhelming patient 
assignments, resistance to change, time required to complete surveys (EBPB, EBPI and 
OCRSIEP), inconsistent belief of the value of EBP resulting in more favorable outcomes, 
fear regarding culture associated with change, other competing organization priorities,
inadequate preparation for EBP from foundational education program resulting in lack of
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confidence to implement EBP and organizational culture that may be slow to change or
lack resources.
Anticipated facilitators to conducting this evidence-based practice project
included a skilled EBP mentor, engaged Nursing Practice Council, CCO that understood 
and supported the concept of the DNP project and the importance of EBP implementation
into practice as a part of the organization’s Magnet journey. The most significant 
facilitator the ARCC model purports is utilizing an EBP mentor to implement a practice 
change based on the EBP paradigm utilizing the EBP process to improve outcomes
(Melnyk & Fineout-Overholt, 2010). EBP mentors develop their skills through 
education, training and mentorship.  The authors who developed the ARCC model, 
Bernadette Melnyk and Ellen Fineout-Overholt developed a week long immersion 
program to educate and develop individuals as EBP mentors. The program is facilitated
by the Center for Trans-disciplinary Evidence-Based Practice (CTEP) at Ohio State 
University. The EBP immersion program offers the experiential learner the opportunity
to walk through the EBP process, providing tools and mentorship to develop the
participant’s PICOT question and return to their organization prepared to implement an 
EBP project. The DNP student, who successfully completed the CTEP immersion 
program and was certified as an EBP mentor in April 2012, served as the EBP mentor to 
facilitate implementation of EBP at KHD.
EBP implementation, as proposed in the ARCC model,  is defined as “practicing
based on the EBP paradigm for the purpose of improving outcomes” (Melnyk & Fineout-
Overholt, 2010, p.175). The underpinning conceptual framework of the EBP paradigm
focuses on the merging science of the art of EBP: “EBP within a context of caring and an 
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EBP culture results in the highest quality of care and patient outcomes” (Melnyk &
Fineout-Overholt, 2011, p.6). The Seven Steps of the EBP process served as the EBP
paradigm used by the councils (NPC and IDC) for implementation of this project. A 
detailed outline of the activities, barriers, facilitators and outcomes of the Seven Steps of 
the EBP Process is located in Appendix J entitled EBP Evolution at KHD.
Seven Step EBP Process
The first step of the Seven Step EBP Process, Igniting the Spirit of inquiry, is 
critical and involves kindling the curious nature of clinicians so they are comfortable and
passionate about questioning or challenging their current professional or organizational
practices. It is important that the organizational culture supports the spirit of inquiry for
clinicians to be successful and sustain EBP changes (Melnyk & Fineout-Overholt, 2011). 
During initial meetings of both the newly organized Nursing Practice Council (NPC) and
the Interdisciplinary Council (IDC), the DNP student/EBP mentor explored staff ideas,
concerns, frustrations or burning clinical questions regarding their current professional
practice or ability to practice. The NPC was comprised only of nurses. The IDC
membership included all disciplines (respiratory therapy, dietician, pharmacists,
radiology technicians, nurse liaisons, physician and occupation therapists, and laboratory
technicians). Many ideas were generated by each council at their respective meetings.
During the NPC meeting, a recent clinical scenario surrounding a patient situation was
discussed involving a perceived lack of recognition of early warning signs of
deterioration and timely notification to the healthcare provider. Much dialogue occurred
among the NPC members and the spirit of inquiry was evident. They wanted to explore
early warning systems, learning more about the value and use to their practice. In their
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meeting, the IDC discussed a few topics of interest; however, decided to collaborate with 
the NPC by joining forces as the early warning system idea intrigued them and they
expressed the importance of interdisciplinary collaboration.
Early Warning Scoring Systems (EWSS) usually involve a simple scoring system 
used to calculate a patient score for the purpose of early identification of patients who are 
likely to deteriorate. Items such as routinely measured physiological vital signs and other
established parameters are purposefully reviewed at identified intervals triggering 
notification of physicians and other caregivers when appropriate, to take essential steps to
prevent further decline and provide the opportunity to intervene. EWSS usually result in
increased calls to the rapid response team, reduced "code blue" emergencies, and a 
significant reduction in patient mortality (Agency for Healthcare Research and Quality
[AHRQ], 2013).
There were no apparent barriers to this first step of the Seven Step EBP process. 
The NPC appeared cautiously optimistic and excited about the opportunity to participate
and explore their practice. Facilitators included executive and leadership support, vision 
that had been communicated since the Magnet kick-off and strong leadership and role
modeling by the Director of Education and DNP student/EBP mentor.
The second step of the Seven Step EBP Process, asking the burning clinical 
question in the PICOT format, is essential to identify the issue and core elements of the 
clinical issue to guide the discussion and literature review. Following much discussion, 
council members questioned if there were early warning systems in other LTACs or 
publications in the literature. The NPC and collaborating members from the IDC
unanimously agreed to explore early warning systems (EWSS) in the long term acute
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care environment for the purpose of improving patient outcomes. They developed the 
following initial PICOT question to guide their discussion and literature search:
For (P) patients at Kindred Hospital Dayton, does the
(I) implementation of an early warning scoring system (EWSS)
(C) compared to no EWSS impact the
(O) initiation of change in condition, every shift documentation of open change in
conditions, number of rapid response calls and number of codes over (T) a six
month period?
Handouts from the initial lectures were reviewed to reinforce the definition and purpose
of a PICOT question. The PICOT question was developed and served as a guiding
statement to keep the NPC focused. The initial outcome identified for the PICOT
question was reduced morbidity and mortality. However, the NPC were insistent and felt
strongly about the outcomes in the PICOT question needing to be: initiation of change in
condition, every shift documentation of open change in conditions, number of rapid 
response calls and number of codes. They were convinced that they needed to 
demonstrate short-term outcomes that were attainable for their Magnet timeline and
document submission.
A well-developed PICOT question is important because components of the
PICOT question serve as key concepts to guide the literature search. The PICOT 
question was instrumental is assisting with the identification of key words for the
literature search.
The third step of the Seven Step EBP process, searching for and collecting the 
most relevant best evidence, involves searching for the best evidence available to answer
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the PICOT question. EBP includes external evidence from research (generated through 
rigorous research, evidence-based theories, opinion leaders and expert panels), clinical 
expertise (internally generated from outcomes management, quality improvement or 
professional expert opinion) and patient preferences to facilitate evidence-based clinical
decision making (Melnyk & Fineout-Overholt, 2011). 
A comprehensive literature search utilizing key words from the PICOT question 
was conducted utilizing the Nursing Reference Center. At KHD, there is no internal 
library or librarians to assist with literature searches.  The Nursing Reference Center was
newly purchased and provided staff the ability to search and access literature 
electronically. The key words used included “early warning scoring systems”, 
“deterioration”, “rapid response”, “long term acute care” and “patient safety”.  
Concurrently, the DNP student/ EBP mentor conducted an independent search through 
the Wright State University WSU Library searching CINAHL and Pub MED with the
search terms. Additionally, a consultation was requested through Wright State University
(WSU) Library services. The results of the three searches yielded similar results. In
collaboration with the Director of Education, eight articles were taken to the NPC for
review and evaluation. 
The eight articles were disseminated to members of the NPC and select members
of the IDC who attended initial NPC meetings. Each article was reviewed and NPC
members completed evaluation tables.  Members of the NPC presented and discussed 
their assigned articles during subsequent NPC meetings. The articles focused on EWSS, 
the purpose and benefits of EWSS, how organizations have created and adapted EWSS
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for their environment. However, no articles were found regarding EWSS in the long­
term acute care environment.
The Director of Education sent an email inquisition through the Kindred, Inc. 
nurse educator list serve seeking any knowledge of other educators regarding evidence
for an EWSS for LTAC. There was no further evidence generated from this inquiry;
however, much interest was generated in establishing an EWSS for the 121 Kindred 
Hospitals, Inc.  A site visit was completed to interview a clinical expert, Michele Weber, 
CNS, NP, DNP, Director Medical Services Division, Ohio State University Hospitals,
who has implemented an EWSS at Ohio State University. Dr. Weber provided very
valuable insight that was reported back to the NPC during the September 23, 2013 
meeting. Based on her clinical experience, she recommended implementing an EEWS
for the medical surgical areas only. Since there were no published articles found in the
literature, she identified it would be important to establish the parameters for the EEWS
based on a review of code or rapid response team data for the KHD population.  She
additionally advised engaging key medical staff providers to conduct pilot studies or
trials for the purpose of fine tuning the physiological parameters on the EEWS tool and 
engage all key stakeholders that would utilize the EEWS. 
Barriers encountered during the third step of the Seven Step EBP process included 
limited access to the Nursing Reference Center, which was only available to the Director
of Education at KHD.  After further exploration by the DNP student/EBP mentor, the
proprietary access was limited only during the trial of the Nursing Reference Center
product. After the trial, the Nursing Reference Center would be accessible on all
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computers. This barrier was resolved in December 2013 when the Nursing Reference 
Center was placed on all computers for all KHD staff to use. 
Facilitators during this step included completion of the literature search by
Director of Education, DNP student/ EBP mentor and WSU nursing librarian, seminar
handouts and posters available for reference in the classroom, reinforcement of concepts
by the DNP student/EBP mentor and the EBP resources available on the KHD intranet 
webpage.
At this juncture, the Director of Education informed the DNP student that she
understood that the chief operating officer (COO) expected two EBP projects be
completed, one by the NPC and one by the IDC. The DNP student contacted the COO
and confirmed that the expectation was for both the NPC and the IDC to complete
projects. The IDC project activity is described later in this chapter.
The fourth step of the Seven Step EBP Process, synthesize (critically appraise) the 
evidence, involves “critical appraisal of the evidence from the search” (Melnyk &
Fineout-Overholt, 2011, p.14). Critical appraisal involves evaluating the evidence
retrieved for validity, reliability and applicability of the practice issue identified by the 
PICOT question. Reviewing the evaluation tables previously completed, the NPC
identified three articles to move forward as keeper articles.  Strength of evidence was
assigned to the 3 keeper articles. The rating system utilized rated evidence from the 
highest level of evidence, Level I, which encompasses systematic reviews or meta-
analysis of all relevant randomized control trials (RCTs) through the lowest level 
evidence, Level VII, which is evidence from the opinion of authorities, and/or reports of 
expert committees (Melnyk & Fineout-Overholt, 2011, p. 12).
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The highest level of evidence for any of the keeper articles was Level VII.
These articles described the processes organizations used to implement their EEWS.
Although insight was gained from the initial three keeper articles, one article (Higgins, 
Maries-Tilliott, Quinton, & Richard, 2008) was identified as exemplary because of its
perceived applicability to the patient population at KHD and this EBP project. 
Information gleaned from all the articles was placed on the white board in the classroom
and entitled “practice pearls.” Staff did not want to lose sight of strategies from the
articles they identified as value-added. The information gained from the clinical expert 
during the OSU site visit was reviewed and integrated into the “practice pearls” list. The 
clinical expert discussed the importance making a sedation scale part of the EWSS and 
assuring that the EWSS was reflective of the population.  She stressed the importance of
staff understanding the value of the EWSS, consistency of staff documentation and staff
buy-in to the use of an EWSS. Challenges after implementation included getting the
EWSS automated by building the EWSS into the electronic medical record. After 
implementation, one useful benefit of the EWSS was purposeful rounding on patients
with a higher EWSS scores.  One key recommendation from this clinical expert was to
only consider implementing the EWSS in the medical-surgical population, not the
intensive care unit (ICU) setting due to the changing nature of the ICU patients.  She
found that in her practice in the ICU the EWSS often triggered unwarranted alarm and
physician notification (personal communication, Michelle Weber, September 23, 2013).
Six of the eight articles reviewed discussed the importance of retrospectively
reviewing code or rapid response data of all code patients to understand more about the 
patient’s status, including physiologic parameters to potentially identify patterns of
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deterioration and therefore opportunity for potential recognition of potential deterioration
or to transfer to a higher level of care.  Code and rapid response data from KHD was
reviewed and summarized by the Director of Education for the previous 22-month period. 
This information was shared at the subsequent NPC meeting. The review of the code 
data revealed lack of consistent documentation of vital signs prior to patient deterioration, 
and that codes which occurred in the medical surgical units were primarily cardiac in
origin (68%) and (32%) were respiratory in origin. Code data revealed 100% success
rate in resuscitation in the intensive care unit and a 75% success rate in resuscitation for
the medical surgical units collectively.
Barriers during this fourth step of the Seven Step EBP Process included lack of
consistent attendance of the same individuals at the NPC meetings. To facilitate their
knowledge and remain abreast of the EBP project, members were expected to keep up to 
date when they were unable to attend by reading meeting minutes. Draft meeting
minutes are expected to be completed and disseminated within 24 hours of each meeting
held at KHD (a sample of council meetings can be found in Appendix K). Facilitators
during step four of the Seven Step EBP Process included educational resources:
mentoring using EBP posters, seminar handouts with reinforcement and review at
meetings and tools on internal webpage.
The fifth step of the Seven Step EBP Process, integrate all evidence (research
findings from the literature, clinical expertise & patient preferences) to determine a 
practice decision or change, involves review of all retrieved evidence.  The purpose of
integration of evidence is to determine your confidence to act or consider a practice 
change. “The level of evidence plus the quality of evidence equals the strength of the
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evidence” therefore supporting your confidence to act based on the evidence (Melnyk &
Fineout-Overholt, 2011, p. 16). 
The highest level of evidence found in the literature was level seven. The articles
retrieved shared professional experiences from several organizations detailing step by
step how code and /or outcome data was utilized to validate their opportunity to intervene
in patient scenarios earlier, how parameters for an EWSS were developed and refined and 
the process utilized for implementation of the EWSS. Barriers encountered during the
implementation process were described including staff buy-in and compliance with 
documentation. Strategies for successful implementation and ultimately impact of the
EWSS on patient outcomes were discussed.  The information from the clinical expert’s
site visit reaffirmed what has been reported in the literature regarding EWSS’s. While
there is no EWSS reported in the literature for the LTAC setting/ population, there is a
growing trend to adopt the EWSS in the United States (Institute of Healthcare 
Improvement [IHI], 2011) to be utilized in conjunction with rapid response teams. After 
much discussion, the NPC strongly agreed that although there was not currently an
EWSS for the LTAC population reported in the literature, the evidence of the need for an
EWSS was substantial. The NPC decided to proceed with developing an EWSS for the 
LTAC population as a quality improvement project. Considering the insight retrieved
from the literature, the clinical expertise from the OSU site visit and validation of missed 
opportunities to intervene that was made apparent through examination of the code and 
resuscitation data, the importance of proceeding with developing an EWSS was
considered not only a professional opportunity, but a responsibility to assure the safety of
the patients at KHD.
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Making the decision to proceed was empowering to the NPC. Even though their
journey through the literature had been exhausting and they acknowledged they knew
they had much work ahead, they looked forward to proceeding with developing a tool
that would assist their patients. During the November 18, 2013 NPC meeting, Andrea 
McCormick, ADN, RN, spoke about her new appreciation for the literature and what it
meant to her practice. She commented that her experience in the NPC had “sparked a new
interest in the literature promoting her to examine her practice and question the evidence
behind many of the practice standards she learned in school that she previously had taken
at face value” (Personal communication, Andrea McCormick, November 18, 2013).
Modeling after the EWSS tool discussed in the Higgins and colleagues (2008)
article, NPC members perceived this tool as most applicable to the practice and culture at
KHD. Therefore, the first draft of the EWSS was developed (Appendix L). The NPC
decided to brand their EWSS by calling the Kindred Early Warning System KEWS,
representing Kindred Hospital.  This first draft of the KEWS was developed, reviewed 
and discussed over several NPC meetings. Discussion included establishing and refining
the physiological parameters (temperature, pulse, respirations, and blood pressure) that 
were reflective of the patient population at KHD and the use of the Richmond Agitation
Sedation Scale (RASS). The RASS is a sedation assessment scoring tool useful to 
provide information for recognition of advancing sedation (Sessler, Gosnell, Grap, 
Brophy, O’Neal, & Keane, 2002). Next steps included how to calculate the KEWS and 
the interventions required based on the KEWS score. 
After the NPC had refined the first draft of the KEWS, a draft of the KEWS with 
an overview was sent to all licensed staff for their feedback. No feedback was received.
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The next step involved reviewing the KEWS on the unit with other key stakeholders
including physicians and other mid-level providers. Their response was very positive and 
supportive with minimal suggestions for change, which were integrated into the second
draft of the KEWS (Appendix M).
The NPC convened and established a plan for a pilot of the KEWS. A pilot study
is a preliminary study conducted on a small scale to evaluate the feasibility, validity and 
reliability to gain insight prior to full implementation (Melnyk & Fineout-Overholt, 
2011a). The purpose of a pilot was to evaluate the KEWS in the following manner; 1)
did the ranges of the physiological measures of the KEWS accurately identify changes in
the patients and 2) was the recommended action based on the KEWS score reflective or
consistent with the patient’s current clinical condition?
The NPC decided to initially complete the KEWS on a paper tool format to be
located in the front of the hard chart. KHD currently has an electronic medical record;
however, some components continue to be documented in the hard chart. The training
was set for the simulation lab to train ten staff that would score the KEWS on their
patients during the pilot for two weeks. Ten staff members were recruited to participate 
and the training was scheduled. 
Seven NPC members and the EBP mentor arrived to complete the training of the
ten volunteers. Unfortunately, none of the ten recruited staff showed for the training in 
the simulation laboratory. Even though these staff had committed to attending the
training session, the barriers that contributed to their inability to attend the training
included timing (scheduled following holiday weekend) and sick children or childcare 
issues. Although this was disappointing, it provided the opportunity for each of the NPC
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members and the EBP mentor to experience the training using the simulation mannequin 
(SIM Man®). Two participants viewed the same scenario simultaneously displayed by
the SIM Man®, independently determined the KEWS score and then compared their
KEWS and anticipated action. This process was repeated until there were at least three 
consecutive agreements in the KEWS score between the two participants. This provided 
a very positive learning experience for the NPC and enhanced their confidence in the 
KEWS.
During the next two days, staff education was provided on the unit regarding the
KEWS during a one to one session with the nurse educator. Using actual patients on
their assignment, the nurses were asked to complete the KEWS, compare with the
previous KEWS score, and state what action, if any, would be recommended based on 
their newly assessed KEWS score. This provided the opportunity to ask questions, seek 
input and assess the understanding of the nurse. After training was completed, a pilot
was conducted on 18 medical surgical patients over 33, 12 hour shifts with the KEWS
being completed every four hours. Eighteen of the patients in the pilot were on the 7a-7p 
shift and 15 were on the 7p -7a shift. In total, 17 RNs utilized the KEW tool during the
pilot and had the opportunity to provide feedback, which was integrated into the KEWs. 
Barriers during the pilot included staff’s initial reluctance to change and unsure of
why they had to document the vital signs twice. However, after repeated use of the 
KEWS by the same staff during the pilot, they began to understand the value and use of
the KEWS. The pilot served as a facilitator to gaining staff feedback and buy-in. Staff
provided verbal feedback to the Director of Education and by email regarding the KEWS.
All feedback was considered for incorporation into the KEWs. Changes made to the
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KEWS based on pilot staff feedback included a minor modification to one physiological 
parameter and a placeholder for the patient’s baseline vital signs (Appendix N). At the
end of the pilot, the understanding and buy-in was much greater which will serve as a 
facilitator for the final implementation of the KEWS. This enhanced understanding and 
perception of the KEWs is what Kotter (1996) terms a short- term win which is powerful
in the middle of a long-term change effort and instrumental in the overall change
initiative’s success. The visible or palpable success of a short-term win (Step 6, Kotter
Model) increases the sense of urgency and the optimism of those who are making the
effort to change.
Concurrent with the development and piloting of the KEWS, several other
competing Magnet and other initiatives were in progress and ongoing. A new model of 
care for Kindred Hospital was being developed and is to be implemented soon.  A new
intravenous (IV) product system was selected and education prepared for 
implementation. Ongoing planning and new changes were coming to the admission
process as a part of the IDC EBP work. The decision was made at the senior leadership 
level to implement the KEWS, new model of care, IV product change and changes to
admission process at one time following approval of each of these initiatives by the
Medical Executive Board and Corporate Quality Council. This transformational
leadership strategy to collectively launch projects (Kotter, Step 7) serves to drive the
change deeper into the organization, leaving behind naysayers or requiring them to
embark to get onboard with the new culture or way of working in the organization
(Kotter, 1996).
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To support the momentum of the KEWS and have one more opportunity for
ongoing refinement prior to full implementation across the medical surgical units, the
NPC decided to complete one more pilot of the KEWS on selected medical-surgical 
units. Any feedback gained from this repeated pilot will be integrated into the KEWS for
final approvals prior to full implementation.
The sixth step of the Seven Step EBP Process, evaluate the practice or change,
involves “assessing how the change impacted patient outcomes” (Melnyk & Fineout-
Overholt, 2011, p.15). Following full implementation, outcomes from the PICOT
question will be evaluated to assess the impact of the full implementation of the KEWS.
The seventh and final step of the Seven-Step EBP Process, disseminate the 
outcomes of the EBP decision, involves sharing the outcomes of the EBP
implementation. This is a very important step and can be accomplished through many
venues. Internally within the organization, the outcomes of EBP projects can be shared 
through EBP rounds, newsletters, journal clubs and staff meetings. However, 
disseminating outside your organization is very important to share your experience for
other to learn and can be accomplished through poster, paper or podium presentations at
local, regional, state or national conferences.  This project is of high interest to the other
Kindred Hospitals who are anxiously awaiting the outcomes of the full implementation
for consideration of lateral integration and adoption across the Kindred Hospital Division.
To achieve sustained success, it is essential to hard wire processes for 
sustainability (Step 8, Kotter).  There has been ongoing dialogue at the Kindred 
Corporate level to establish a plan for building the KEWS into Protouch, the electronic 
medical record. Development of the KEWS is a significant undertaking that requires the
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ability and flexibility to make modifications when required. The step to automate the
KEWs, once it is refined, will conserve staff time in computing the KEWS score and 
facilitate consistent use.
As this project progressed, as with many organizations on their Magnet journey, 
the expectations are increased through the clearly articulated vision, and the culture
begins to change. New norms and expectations were established. A new expectation
established by the management team was to require current literature as an evidence 
source when requesting a change be made to an existing practice or adoption of new
practice. The Nursing Reference Center, a search system to access literature is now
available to all staff and expected to be utilized by all disciplines. As achievements are 
attained, it is important to celebrate the successes along the way. Recognition reinforces
the importance of the work and the contribution of those who are dedicating their time
and effort to move the initiatives forward.  Any new changes or practices must be 
integrated into new employee orientation to support the evolving Magnet culture.
One key role of the EBP mentor, in addition to reducing or mitigating barriers and
facilitating EBP implementation, is facilitation of ARCC enhancing strategies. These 
strategies include, but are not limited to such activities as developing EBP champions or
mentors and their EBP skills, interactive skill-building workshops or educational
sessions, and EBP rounds or journal clubs (Melnyk & Fineout-Overholt, 2011). KHD
currently has an e-journal club, which operates from an electronic platform. Articles are 
posted every three weeks and staff has the opportunity to blog on line. Additionally, 
articles are posted in the break rooms with forms to post feedback regarding the journal
article posted. There is a staff newsletter at KHD and a corporate newsletter that keeps
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the vision out in front of staff, keeping staff abreast of changes, and upcoming events and 
opportunities. The information from both the NPC and the IDC is disseminated to staff
within 24 hours after each meeting. Meeting minutes are sent via email to all employees
via KHD email and also posted in all staff break rooms. A hard copy of all the meeting
minutes is kept in a binder in the Administrative office and can be accessed by any staff
member at any time.
Interdisciplinary Council
The Interdisciplinary Council (IDC) originally had planned to pursue a separate
EBP project as a part of the Magnet Journey. The DNP student/EBP mentor met with the
IDC and explored their topics of interest. Soon thereafter, key staff from the IDC began 
attending the NPC stating they had collaborated with leadership from the NPC and were 
joining the EBP project focusing on EWSS. Several weeks and a few meetings later, the 
chair of the IDC contacted the DNP student/EBP mentor and acknowledged that she was
directed by the COO to lead the IDC in a separate EBP project.
Several of the IDC members had attended the original educational sessions. The 
DNP student/EBP mentor met with the IDC weekly to restart their work and facilitate
timeliness of the project. Their burning issue and practice concern focused on 
streamlining the admission process which they perceived to be inefficient with
inconsistent communication among caregivers that contributed to both patient and staff
satisfaction. They began looking at the literature to explore ideas for streamlining the
admission process. Additionally, a flowchart was created depicting the steps in their
current process.
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The literature review resulted in eight articles that were reviewed and discussed
by members of the IDC at the subsequent meetings. Each article was placed into an
evaluation table to organize the information.  Three of the eight articles had very useful
information, however one article was a clinical practice guideline (American Medical
Directors Association [AMDA], 2010). Concurrent to this process, other key
stakeholders, the nurse liaisons, were invited to join the team. The primary role of the
nurse liaison is coordination and facilitation of the admission process. Utilizing the rapid 
critical appraisal (RCA) template for clinical practice guidelines (CPG), the AMDA 
guideline was critically appraised. After this comprehensive review, the CPG was
identified as level VII evidence, or expert opinion.  Staff was very receptive to working
through the literature review and RCA process. Staff selected several ideas to consider
for implementation. However, due to restraints placed by corporate admission policies, 
the IDC is still in the process of negotiating which steps of the admission process can be 
changed at the local level at KHD.
Barriers that presented when working with the IDC were weak leadership skills
within the IDC and lack of consistent communication. The DNP student/EBP mentor
conferred with the COO regarding the IDC limited progress, which resulted in mentoring
and setting expectations on more than one occasion by the COO. The role of the DNP
student/EBP mentor involved mentoring staff regarding EBP skills (literature search,
review and critique of articles, creating evaluation tables and completing a RCA on the
practice guideline) to facilitate their progress towards integration of EBP.
Barriers and facilitators including possible ideas for implementation from the
literature were explored at each IDC meeting, and taken forward by the liaisons to 
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administrative individuals for consideration for implementation. Currently, the IDC is
still in the process of formulating their implementation plan. Their project will be a
quality improvement initiative focused on ideas from the literature to streamline the
admission process.
Post Survey Process
Approximately six months after the initial ARCC surveys were completed; flyers
were posted in non-patient areas (staff lounge, bathrooms, and break room) to inform
staff of the dates of the post-implementation period to encourage participation in the
project. An email with a link to the survey, located in Appendix H was sent to all 
licensed health care staff (LPNs, RNs, pharmacists, dieticians, respiratory therapists, 
physical therapists, occupational therapists, laboratory technicians and radiology
technicians) asking them to complete the surveys which included the demographic
survey, EBPB, EBPI and OCRSIEP. Participation was voluntary and completion of the
surveys served as implied consent. The post-implementation period was open for
approximately two weeks.
Following the close of the survey process, ARCCllc completed computation of the
survey data and sent the survey results in Excel format to the DNP student. Responses
were in aggregate form so that individual responses could not be linked to participants, 
therefore protecting the anonymity of study participants. Data analysis was completed
with consultation from the statistical support center at Wright State University. The 
project results will be shared with the Kindred Executive Management Team, Kindred 
Leadership Team and Kindred healthcare staff.
Identification of Resources
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The funding for this scholarly project was provided by KHD. The primary cost in 
the budget was for use of the ARCCllc survey tools (EBPB, EBPI and OCRSIEP) and the
demographic survey.  Additional costs include data provision in Excel format and flyers
for posting to notify staff of survey dates. The detailed budget is located in Appendix O. 
The staff time to complete the surveys was estimated to be approximately 30 
minutes for the four surveys. Employees completed the surveys during paid work time as
designated by nursing leadership.  The cost of this study was minimal when considering
the value of knowledge gained in understanding critical information that can be utilized 
for strategic planning to systematically enhance culture and organization’s readiness for
EBP.  The staff’s beliefs about the value of EBP and the practice strategies such as EBP
mentors may prove to sustain change and improve patient outcomes (Melnyk & Fineout-
Overholt, 2011). Finally, KHD has taken an organized, systematic approach to
implementing EBP and enhances their opportunity for success to meet the rigorous new
knowledge, innovation and improvements (NK) standards to achieve their goal of Magnet
designation.  
Summary
At the core of the 2001 IOM recommendations, in Crossing the Quality Chasm: A
New Health System for the 21st Century, is the continued push for integration of
evidence-based practice in clinical decision making to improve the quality of care and
patient outcomes and decrease the cost of healthcare delivery. The IOM has established a
very aggressive goal; to have 90% of clinical decisions to be evidence-based by 2020
(IOM, 2007). With the highlighted importance of moving evidence into practice, we
have not only the opportunity, but responsibility to embrace the EBP paradigm shift to
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assure compassionate, safe, and cost effective care. Pursuit of Magnet recognition 
provided the impetus to drive this EBP project at Kindred Hospital Dayton. The ARCC 
model provided a conceptual model to serve as the roadmap for EBP implementation in 
conjunction with the Kotter Model to enhance the change process for developing and 
piloting an EWSS, the KEWS, at KHD. The DNP student/ EBP mentor served as an 
educator, mentor and role model to guide clinicians and mitigate barriers through the
seven steps of the EBP process to work towards system-wide change.
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4. EVALUATION
The purpose of this doctoral project was to implement an evidence-based practice 
(EBP) model in a long-term acute care hospital as they began their journey in pursuit of
Magnet recognition.  Implementation of an EBP model, the Advancing Research and 
Clinical practice through close Collaboration (ARCC) model, involved conducting an 
initial organizational assessment of staff to understand the staff’s beliefs, implementation,
and organizational and cultural readiness for EBP.  The assessment included surveying
the staff to understand the staff’s beliefs, implementation, and organizational and cultural
readiness for evidence-based practice (EBP) as the outcome measures described in the 
PICOT question.  The initial survey process, which involved the staff completing the
OCRSIEP, EBPB, EBPI and a demographic survey, was completed prior to any work 
with the councils. Approximately six months after the initial surveys were completed, 
staff repeated the OCRSIEP, EBPB, EBPI, and demographic surveys. There was no way
to determine if the same individuals participated in the pre and post surveys. ARCCllc 
provided data for analysis to the DNP student in Microsoft 2010 Excel format. 
Additional analyses for determining survey internal consistencies were completed
utilizing SPSS, Version 21.
Demographics
A convenience sample of 141 healthcare professionals was invited to participate 
in the completion of the four surveys prior to the introduction of EBP at KHD.  Of the
141 participants invited to participate, 18 complete demographic surveys were returned 
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which was a 12.8% response rate.  Participant ages ranged from 23-64 years with a mean
age of 41.6 (SD= 10.31) years. Fourteen (77.8%) of the total participants were nurses, of
which ten were bedside nurses, accounting for 55.5% of the total participants. Four
(22.2%) of the nurses held nursing leadership positions. The remaining four participants
(22.2%) were professionals from other disciplines including one pharmacist, two 
radiation technologists and one medical laboratory technician. 
The highest level of educational preparation held by the 18 participants included 
four participants (22.2%) with master degrees, five (27.8%) with bachelor degrees and 
nine (50%) with associate degrees. Six (33.3%) of the total 18 participants are in school
seeking a degree. Two (14.3%) of the fourteen nurses indicated their initial nursing
program was as a licensed practical nurse (LPN).  Eleven (78.6%) of the fourteen nurses
indicated they had first been exposed to the concept of EBP in nursing school.  Nursing
participants reported an average of eight and a half years of experience as a nurse.  Four
(22.2%) of the total 18 participants reported belonging to their respective professional
associations.
Six months following completion of the initial survey the post demographic
survey was completed by KHD staff. Twenty-seven complete demographic surveys were 
returned out of a potential 135 participants, resulting in a 20% response rate.  Participant
ages ranged from ranged from 23-64 with a mean age of 41.0 (SD=10.7) years. Twenty 
two or (81.5%) of total participants were nurses, of which 15 were staff nurses, 
accounting for 55.6% of the total participants, and the remaining seven nurses (25.9%) 
held nursing leadership positions.  Five participants (18.5%) were professionals from
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other disciplines including one pharmacist, two radiation technologists, one respiratory
therapist and one medical laboratory technician. 
The highest level of educational preparation held by the 27 participants included 
six participants (22.2%) with a master degree, ten (37.1%) with a bachelor’s degree and 
11 (47.1%) with an associate’s degree. Seven (22.6%) of the participants are in school
seeking a higher educational degree. Three (13%) of the 23 nurses indicated their initial
nursing program was as a licensed practical nurse (LPN).  Fourteen (63.6%) of the 22 
nurses indicated they had first been exposed to the concept of EBP in nursing school.  
Nursing participants reported an average of 10.3 years of experience as a nurse.  Seven
(25.9%) of the total 27 participants reported belonging to their respective professional
associations.  Demographic characteristics reported in frequency and percentages are 
further demonstrated in Table 12. 
Table 12
Sample Demographics
Pre Survey (n=141) Post Survey (n=135)
Frequency % Frequency %
Response rate 18 12.8 27 20
Educational background (highest
educational degree)
Doctorate 0 0 0 0
Masters 4 22.2 6 22.2
Bachelors 5 27.8 10 37.1
Associate 9 50.0 11 40.7
Diploma 0 0 0 0
Currently enrolled in educational 6 33.3 7 25.9
program
Type of position
Staff nurse 10 55.6 15 55.6
Advanced Practice Nurse 1 5.5 2 7.4
Quality Nurse 1 5.5 1 3.7
Nurse Liaison 2 11.2 3 10.1
Case Manager 0 0 1 3.7
Other (non-nursing professionals) 4* 22.2 5** 18.5
* 1 medical laboratory technician, 1 pharmacist and 2 radiology technologists
**1 medical laboratory technician, 1 pharmacist, 2 radiology technologists and 1 respiratory therapist
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There was no way to discern if the same participants who participated in the pre survey
participated in the post survey.  Consequently, there was no testing done to evaluate the
differences between the pre and post survey groups.  Even if there was the ability to
match a small number of pairs of the pre and post survey participants, the results of the
small number of grouped pairs would have been highly correlated enough to falsely
inflate the findings.  An independent t test was not utilized because there was no way to 
determine if the samples were truly independent. Therefore, there was no analysis to 
evaluate the differences between pre and post survey groups.
Survey Findings
Descriptive statistics were calculated for the pre and post survey responses for 
each of the three ARCC surveys (OCRSIEP, EBPB, and EBPI). First, the mean summed
score and standard deviation for each individual survey was calculated. Next, the mean
and standard deviation for each individual item on each survey was calculated. The
summed means, standard deviations and range for the pre and post OCRSIEP, EBPB and
EBPI surveys are listed in Table 13.
Table 13
Summed Scores pre and post EBP implementation
Survey
OCRSIEP
Subjects
n=18
Pre-Survey Results
(n=18)
M SD R
82.83 17.14 44-116
Subjects
n =27
Post-Survey Results
(n=27)
M SD R
83.74 15.12 44-116
EBPB n =18 61.88 8.41 44-79 n =27 63.41 8.52 44-80
EBPI n =18 32.16 15.54 19-90 n =27 35.96 16.48 19-90
Organizational Culture Readiness for System-wide Integration of Evidence-based 
Practice (OCRSIEP)
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The OCRSIEP scale is utilized to assess the organizational culture and readiness
for EBP implementation. This 25- item Likert scale survey was utilized to identify
organizational characteristics including strengths and opportunities for fostering EBP
within the healthcare organization (Melnyk & Fineout-Overholt, 2011). A Likert scale 
for each item is rated from one (none at all) to five (very much), resulting in a summed 
score range of 25-125. The range of summed scores for both the pre and post surveys
was 44-116.  The midpoint or benchmark for the OCRSIEP is 75 (personal conversation, 
Ellen Fineout-Overholt, April 18, 2012). A score of less than 75 indicates that an
organization is stagnant or not moving towards system wide EBP implementation. A 
summed score above 75 indicates that the system is moving more towards embracing
organizational EBP implementation. The mean summed score for the pre survey
OCRSIEP was 82.83, (SD=17.14), with a slight increase in the summed score mean to 
83.74, (SD=15.12) for the post OCRSIEP survey. To further evaluate specific items on
the OCRSIEP, individual item means and standard deviations were calculated. Single
item means equal to or less than 3.0 indicated only neutral to minimal support within the
organization towards implementing EBP.  Table 14 displays those single items, both pre
and post, that had means either equal to or less than 3.0. Items 24 and 25 on the
OCRSIEP survey focused on perceptions of the organization toward EBP readiness and
movement toward EBP in the past 6 months.  
EBPB 
The EBPB is a 16- item Likert scale utilized to assess the clinician’s beliefs about 
the value of EBP and confidence in which to make changes to their practice based on 
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evidence.  The Likert scale for each item is rated from one (strongly disagree) to five 
(strongly agree).  Two items were reverse scored since the items were negatively stated.
Table 14
Single Item Means OCRSIEP Survey.
ITEM NAME: Pre-Survey Results Post Survey Results
(n=18) (n=27)
M SD M SD
6. In your organization, to what extent is there a 
critical mass of nurses who have strong EBP
knowledge and skills?
7. To what extent are there nurse scientists in
your organization to assist in generation of
evidence when it does not exist?
8. In your organization, to what extent are there 
APRNs who are EBP mentors for staff nurses as
well as other APRNS?
12.To what extent do librarians within your
organization have EBP knowledge and skills
13. To what extent are librarians used to search
for evidence
14. To what extent are fiscal resources used to
support EBP (e.g. education-attending EBP
conferences/workshops , computers, paid time for
EBP process, mentors)
24.Overall, how would you rate your institution in 
readiness for EBP
25. Compared to 6 months ago, how much 
movement of your organization has there been 
toward an EBP culture
2.842
2.316
3.053
1.368
1.368
2.947
3.000
3.579
0.918 2.929 0.900
1.204 2.357 0.9894
1.471 2.964 1.291
0.761 1.679 0.983
0.684 1.536 0.745
1.268 3.143 1.777
1.106 3.321 1.156
1.170 3.829 1.156
The higher the summed score the higher an individual’s EBP beliefs. A total summed
score of all items results in an overall scale range of 16-80. The higher the score on the
EBPB implies higher participant EBP beliefs. The range of the summed scores on the
EBPB survey was 44-79 for the pre survey and 44-80 for the post survey. All pre-survey
EBPB item means were 3.3 or higher except item 14 (M=3.1, SD=1.02) which refers to
an individual’s ability to implement EBP. The EBPB mean summed score increased
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from 61.88 to 63.41 from the pre to post survey measurement. No single item means
were less than 3.4 on the post survey. 
EBPI
The EBPI is an 18- item Likert scale survey that was utilized to examine the
clinicians’ beliefs about their ability to implement EBP. The items in the EBPI focus on 
the essential steps and components of EBP and ask the participant to rate the frequency of
the behavior in their professional practice using a Likert scale response range from 0
indicating “0 times” to 4 indicating “>8 times” in the past 8 weeks. Summed scores can
range from 0-90. The range for the pre and post survey scores was 19-90. The EBPI
mean summed score increased from 32.16 to 35.9 from pre to post survey measurement.
The mean item scores for all items on the EBPI were below 2.7 for both the pre and post
survey, except items 1 and 5.  Items 1 and 5 asked the respondent about the frequency in 
the past 8 weeks that they used evidence to change clinical practice and if they had 
collected data regarding patient problems respectively. Note Table 15 for single item 
means and standard deviations related to the EBPI survey. 
To assess the relationship between the OCRSIEP, EBPB, and EBPI scales a 
Pearson product-moment correlation coefficient was calculated (Table 16). There was a 
significant correlation between the EBPB and EBPI (r= 0.624, p=.000).  This finding
suggests as staff’s value of EBP increases, their ability to implement EBP increases
(Melnyk & Fineout-Overholt, 2011).  In addition, there was a significant correlation 
between the OCRSIEP and the EBPB (r= 0.598, p=.001). However, there was no 
significant correlation found between the OCRSIEP and the EBPI (r=0.624, p=0.08). 
Table 15
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Single Items EBPI Survey Results
ITEM NAME M SD M SD
EBPI: Pre-Survey Results Post Survey Results
(n=18) (n=27)
ITEM NAME M SD M SD
1. Used evidence to change my clinical practice. 2.722 1.227 2.704 1.137
2. Critically appraised evidence from a research study. 1.944 0.938 2.222 1.050
3. Generated a PICO question about my clinical
practice. 1.556 1.338 1.778 1.121
4. Informally discussed evidence from a research study
with a colleague. 1.833 1.098 2.259 1.259
5. Collected data on a patient problem. 2.778 1.478 2.741 1.457
6. Share evidence of studies in the form of a report or
presentation to 2 or more colleagues 1.722 0.958 2.074 1.269
7. Shared evidence from a study or studies in the form
of a report or presentation to more than 2 colleagues. 1.722 1.128 1.815 1.076
8. Evaluated the outcomes of a practice change. 1.722 1.018 2.037 1.192
9. Shared an EBP guideline with a colleague. 1.667 0.970 1.852 0.907
10. Shared evidence from a research study with a multi­
disciplinary team member. 1.722 1.018 1.778 0.934
11. Read and critically appraised a clinical research
study. 1.667 1.029 1.963 1.160
12. Accessed the Cochrane database of systematic
reviews. 1.444 1.149 1.704 1.354
13. Accessed the National Guidelines Clearinghouse. 1.389 0.979 1.556 1.086
14. Used an EBP guideline or systematic review to
change clinical practice where I work. 1.556 0.984 1.889 1.155
15. Evaluated a care initiative by collecting patient 
outcome data. 1.444 0.984 1.741 1.196
16. Shared the outcome data collected with colleagues. 1.556 0.984 1.852 1.200
17. Changed practice based on patient outcome data. 1.944 1.162 2.000 1.074
18. Promoted the use of EBP to my colleagues. 1.667 1.029 2.077 1.324
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Table 16
Correlation between ARCC Surveys
Surveys Correlation value p value
EBPB with EBPI r= 0.624 p=0.000 (2-tailed)
OCRSIEP with EBPB r=0.598 p=.001 (2-tailed)
OCRSIEP with EBP r=0.624 p=0.080 (2-tailed)
Yet, there may be a marginally significant, positive correlation between these two items; 
however, further studies are needed to clarify the relationship. A larger sample size
would be needed to definitively determine if there is a positive correlation.
Instrument Reliability
Internal consistency for each of the survey instruments was established for both 
the pre and post-survey samples. Cronbach’s alphas were calculated for the 25-item 
OCRSIEP, 16-item EBPB, and 18-item EBPI (Table 17).
Table 17
Internal Consistency of Survey Instruments
Survey
OCRSIEP
Cronbach’s
Alpha Pre
(n=18)
0.93
Cronbach’s
Alpha Post
(n=27)
0.91
EBPB 0.89 0.90
EBPI 0.97 0.97
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5. DISCUSSION
The closing section discusses the results of this doctoral project, and provides
insight into what extent the PICOT question was answered.  First, the pre and post survey
sample demographics will be reviewed and compared. Next, similarities and differences
to other studies employing the ARCC model for implementation of the EBP paradigm
will be described. Comparison of the findings of this project with similar studies will be 
examined. Facilitators and barriers to this project implementation will be described.
Project limitations will be discussed which offers valuable insight into suggestions for
future projects. The closing summary will provide recommendations for future steps
necessary to continue and sustain the momentum of this important clinical work.
There was a 50 percent increase in survey response rate with 18 participants
completing the pre survey and 27 participants completing the post survey.  There is no 
way of knowing if the post survey participants were the same participants who completed
the pre survey. The sample demographics for age range, educational background, role
within organization and years of experience between the pre and post survey were
similar. Most likely, those involved in the initial education and the NPC and IDC work 
were those that completed the surveys which could account for the similarity in the pre
and post survey sample demographic findings.  The NPC and IDC were keenly aware of
the EBP initiative and were involved in meetings and ongoing work at least every two 
weeks. Kindred licensed staff not directly involved on the NPC or IDC may have been 
less likely to complete surveys.  Additionally, KHD employs many support staff, license
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staff who may work one or two shifts per month.  The survey period was open 
approximately two and a half weeks for each the pre and post survey.  The support staff 
was included in the potential number of possible respondents. The support staffs’
opportunity to participate may have been less because they may have only been at KHD
one or two times during the pre or post survey to receive the invitation to participate in 
the survey. Ultimately, the support staff increased the overall potential respondents
which may have ultimately decreased the response rate percentage. Another barrier to 
the survey response rate is the inconsistent reading of KHD email by staff which was
how the survey was distributed. Anecdotal reports from selected staff indicating there 
has been history of difficulty in accessing KHD email may also have contributed to 
decreased survey response rate.
The first step of this project was to conduct an organizational assessment to learn 
about the organization’s readiness for integrating EBP into the culture at KHD. Utilizing
the findings of the organizational assessment, the DNP student functioning in the role of
EBP mentor facilitated staff towards meeting the expectations of EBP work for Magnet
Recognition®. Pre and post measures of three surveys (OCRSIEP, EBPB and EBPI)
were analyzed to understand the impact of the EBP mentor. The EBP mentor’s work
focused on the Seven Steps of the EBP process imbedded in the ARCC conceptual
framework, which served as the guiding model for this project.
This project implementation had similarities to three studies in the literature that 
utilized the ARCC model as the guide for EBP implementation (Levin et al., 2011;
Melnyk et al., 2010; Wallen et al., 2010). The primary aim of these earlier studies (Levin 
et al., 2011; Melnyk et al., 2010; Wallen et al., 2010), focused on improving clinicians’
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knowledge regarding EBP, EBP implementation, and the practice environment necessary
to embrace and sustain EBP. The purpose of this doctoral project was to conduct an 
initial organizational assessment of staff in a long term acute care hospital as they began
their journey in pursuit of Magnet recognition®. This assessment included understanding
the staff’s beliefs, implementation, and organizational and cultural readiness for
evidence-based practice (EBP).  Utilizing the findings of the organizational assessment, a
clinical nurse specialist (CNS) functioning in the role of EBP mentor, facilitated staff
towards meeting the expectations of EBP work for Magnet Recognition®. 
After initial organizational assessment to evaluate readiness for system wide
implementation of EBP was completed utilizing the OCRSIEP survey, education was
completed to a core group of identified clinicians. The clinicians from each of the three 
identified studies (Levin et al., 2011; Melnyk et al., 2010; Wallen et al., 2010) engaged in
EBP by working on a burning clinical issue in their practice area and served as EBP
champions to other staff. Clinician mentorship for these three studies was provided 
through ongoing professional engagement with collaboration and feedback from the
ARCC model authors, Bernadette Melnyk and Ellen Fineout- Overholt. Clinician
participation involved ongoing educational activities (workshops) and events (luncheons
and holiday teas) that reinforced the initial education and facilitated engagement to propel
the momentum of the EBP journey (Levin et al., 2011; Melnyk et al., 2010; Wallen et al., 
2010).  
As earlier identified, the clinicians from the NPC and IDC were the core group 
who served as EBP champions to the staff.  The doctoral student served as the primary
EBP mentor to the members of the NPC and IDC through providing a foundational
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education series, biweekly meetings that included reinforcement of initial education, and 
guidance through the Seven Step EBP Process and consultation. The Director of
Education, a clinical nurse specialist, served as the in-house daily support for clinicians
between meetings. The doctoral student was available via cell phone or email contact
and was contacted several times during the course of the project.
There were distinct differences among the three previously identified studies and 
this doctoral project which are summarized in Table 18. The practice environments were 
divergently different ranging from the LTAC environment of this doctoral project to the
research intensive National Institute of Health (NIH) environment (Wallen et al., 2010), a
community hospital environment (Melnyk et al., 2010) and a visiting nurses association
(Levin et al., 2011). None of the three previously identified studies acknowledged
pursuit of Magnet recognition as the primary driving force for their EBP implementation.
Additional outcomes evaluated in the three previously identified studies that were not 
evaluated with this doctoral project included group cohesion, staff satisfaction and nurse
turnover (Wallen et al., 2010, Melnyk et al., 2010 and Levin et al., 2011).
The use of the ARCC surveys (OCRSIEP, EBPB and EBPI) differed among the
three previously mentioned studies and this doctoral project (See table 18). The study
conducted at Washington Community Hospital only utilized the ARCC surveys
(OCRSIEP, EBPB and EBPI) prior to ARCC model implementation with no post
measures (Melnyk et al., 2010). The purpose of this study (Melnyk et al., 2010) was to 
examine the relationships among variables including beliefs about EBP, implementation, 
organizational culture, cohesion and job satisfaction prior to implementation of a 12
month EBP mentorship program. Findings from this study supported the importance of
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establishing the EBP culture within the organization that supports clinician’s beliefs
about the value EBP and their ability to implement EBP which ultimately should be done
to improve quality of care and enhance job satisfaction.
Table 18
Comparison and Contrast with Other Studies
Range Mean Levin et al., 2011
Visiting
Nurses
Wallen et al.,
2010
NIH Nursing 
Leadership
Melnyk et al.,
2010
Washington
Community
Marshall,
2014
LTAC
Sample size n = 46
Exp =22
Control=24
Pre n=159
Post n= 99
Pre only=58
Prior to an EBP
mentorship 
program
Pre n =17 (12.8%)
Post n= 28 (20%)
Sample
Educational 
Levels
Doctoral = 0%
Masters = 26.1%
BSN = 43.5%
ADN = 17.4%
Diploma = 2.2%
Doctoral = 4%
Masters = 38%
BSN = 52%
ADN = 4.0%
Diploma = 2%
Doctoral = 0%
Masters = 6.9%
BSN = 39.7%
ADN = 19%
Diploma = 3.4%
In school = 12.1%
Doctoral = 0%
Masters = 22.2%
BSN = 27.8%
ADN = 50%
EBPB 16-80 48 Pre= 57
Post= 66
Pre=57.2
Post=62.6
Pre only =63.54 Pre=61.88
Post= 63.41
EBPI 0-72 36 M=29.54
15.4- 41.46
Pre=34.3
Post=40.9
Pre only=18.96 Pre=32.19
Post=35.96
OCRSIEP 25-125 75 Not measured 77.2-89.5 Pre only =79.76 82.83-83.74
Other
Measures
Group Cohesion
Job satisfaction
Productivity
Turnover
Cohesion scale
Intent to leave
Nurse Retention 
Index
Cohesion scale
Job satisfaction
The study conducted at the Visiting Nurse’s Service of New York (Levin et al., 
2011) utilized only two of the ARCC tools for both pre and post measure; the EBPB and
EBPI.  The purpose of this study was to examine knowledge, beliefs, skills and needs
regarding EBP, determine any relationship among these variables and to identify EBP
barriers and facilitators (Levin et al., 2011). The researchers utilized additional tools to 
examine group cohesion and job satisfaction and also evaluated organizational data 
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including nursing productivity, attrition and turnover rates. The Levin et.al study served 
as a two group randomized control pilot of the ARCC model. The ARCC intervention 
group received a 16 week educational intervention involving EBP training delivered in a 
live format and consultation and support of an on-site EBP mentor, while the attention
control group received didactic lectures about adult physical assessment in a live format, 
without EBP training or mentorship support.  The ARCC intervention group 
demonstrated higher EBP beliefs, EBP implementation behavior, more group cohesion 
and less staff turnover than the attention control group.  The findings from Levin et al. 
support that the use of the ARCC model to implement EBP may be a promising strategy 
to enhance EBP implementation that may improve nurse and cost outcomes. 
The study conducted at the research–intensive NIH (Wallen et al., 2010) utilized
three focused discussions with nursing leadership and shared governance staff  prior to 
the commencement of the study.  The ARCC surveys (OCRSIEP, EBPB and EBPI) were 
utilized as the pre and post measures for the study. The intervention was an intensive two 
day workshop targeted at a core group of nurse leaders (senior clinical research staff, 
shared governance leadership staff, clinical nurse specialists, nurse managers and nursing
educators) who were pre identified as most likely to serve as EBP mentors in the
organization. Follow-up educational and interactive activities were held including
luncheons, workshops, celebration teas and interactive lectures available on the internet. 
Approximately seven months after the premeasures were taken, post measures were 
measured.
The Wallen et al. (2010) study and this doctoral project were the only two studies
utilizing the OCRSIEP for both pre and post survey measures. The OCRSIEP post
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survey results for the Wallen et al. (2010) study and the doctoral project both 
demonstrated organizational readiness for EBP implementation with an OCRSIEP mean
summed score above 75. However, the Wallen et al. (2010) study revealed a greater
increase in the mean summed score between pre and post survey ranging from 78.7 to 
86.9, in comparison to this doctoral project which resulted in a minimal increase, ranging 
from 82.83 and 83.87 respectively. The time period between OCRSIEP pre measure to
post measure for the doctoral project was approximately six months per the
recommendation of the tool author, Ellen Fineout- Overholt, whereas there was a nine
month time interval between pre and post survey for the Wallen et al. (2010) study. The 
target group selected to provide EBP education in the Wallen et al. (2010) study involved 
key leadership in the organization as well as leaders of the shared governance councils. In 
this doctoral project, the councils consisted of nursing staff, the Director of Education, a
clinical nurse specialist who served on the NPC, and interdisciplinary staff on the IDC. 
Perhaps the target group in this doctoral project being staff rather than nurses in positions
of line authority contributed to the decreased difference between pre and post survey
OCRSIEP scores. Communication regarding NPC and IDC activities is shared via email
through KHD email and posted in conference rooms. There is an expectation that KHD
staff read and keep abreast of council activities via meeting minutes, however there is no 
process or validation that reading of the minutes occurs. Although there was much work 
completed during the NPC and IDC council meetings, because the final implementation
of the KEWS has not yet occurred, the staff may not yet perceive or understand the EBP
activity within the organization.
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To more closely evaluate the results of each of the ARCC surveys; the OCRSIEP,
EBPB and EBPI surveys, single survey items with a mean score of 3 or less were
examined to provide greater insight into specific areas and understand more about
opportunity for future focus. Conclusions about each of the items will be discussed.
The Organizational Culture Readiness for System-wide Integration of Evidence-
based Practice (OCRSIEP), a 25-item Likert scale survey (Appendix B), was designed to 
evaluate the organizational culture and readiness for EBP (Melnyk, & Fineout-Overholt, 
2011). The range of summed scores for both the pre and post surveys was 44-116. The
wide variation in the range of summed score responses may be a result of including
multiple disciplines with a diversity of educational backgrounds in the sample. Item 6 of
the OCRSIEP scored 2.84 and 2.93 on the pre and post survey asking about the existence 
of a critical mass of nurses who have EBP knowledge and skills. The pre and post survey
responses indicate that there is not a cadre of nurses with EBP knowledge and skills, and 
that there was minimal increase in nurses with EBP knowledge and skills after ARCC
implementation. Item 8 of the OCRSIEP scored 3.05 and 2.96 on the pre and post survey
respectively which asks about the extent to which EBP mentors are available for staff or 
others. There are not currently EBP mentors in the organization and the pre and post
survey responses to this item indicate staff recognition of a lack of this resource which is
essential for EBP implementation and sustainment of an EBP culture. Item 7 of the
OCRSIEP scored 2.32 and 2.36 on the pre and post survey which asks about the presence 
of a nurse scientist in the organization to assist with generation of evidence. There is not
currently a doctorally prepared nursing scientist at KHD with no immediate plans of
hiring an individual in this role.  Items 6, 7 and 8 of the OCRSIEP showed minimal
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increase pre to post survey which supports the need for EBP mentors in the organization 
to assist staff and APNs with EBP skills, knowledge acquisition, and evidence
generation.
Items 12 and 13 of the OCRSIEP which focused on librarian resources scored
below 2.0 on the pre and post surveys. KHD does not have librarian services available
and does not currently have plans of seeking a librarian. However, KHD utilizes a search
reference tool, Nursing Reference Center, recently made available to all staff. Item 14 of
the OCRSIEP focused on the fiscal resources utilized for EBP which increased from 2.95 
-3.14 between pre and post survey measurement. This demonstrates a very limited
increase in recognition of resources for EBP. Items 14, 15 and 18 of the OCRSIEP
focused on availability of EBP champions among administrators, APNs and staff. These
items (Item 14, 15 and 18) consistently scored > 3.3 on both pre and post survey
measures indicating the recognition of activity of EPB champions in the KHD
environment and perhaps the work of the NPC and IDC. Item 24 of the OCRSIEP
focused on rating the organizational readiness for EBP which demonstrated a slight
increase, but still a neutral response, between pre and post movement toward EBP survey
measures (3.00-3.31). Item 25 of the OCRSIEP asked about movement of organization 
toward an EBP culture which revealed an increase from 3.58 to 3.83 between pre and 
post survey measures. Results of items 24 and 25 indicate that staff believe the 
organization is ready for EBP implementation, and possibly recognize the emerging 
culture towards EBP.
Internal consistency reliability of the OCRSIEP for both this doctoral project and 
all studies was consistently greater than 0.88. The Cronbach’s alphas’ ranged from .88 to 
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.94 for each of the three studies (Wallen et al., 2010, Melnyk et al., 2010 and Levin et al., 
2011) and this doctoral project which demonstrated comparable psychometric properties
for the OCRSIEP at greater than .085 (personal conversation, Ellen Fineout-Overholt, 
April 18, 2012).
The EBP Belief Scale (EBPB), a 16-item Likert scale survey (Appendix C), was
designed to assess the clinician’s beliefs regarding the value of EBP and their ability to 
implement EBP (Melnyk & Fineout-Overholt, 2011). The range of the summed scores
on the EBPB survey was 44-79 for the pre survey and 44-80 for the post survey.  The 
wide variation in the range of summed score responses may be a result of including
multiple disciplines with a diversity of educational backgrounds in the sample.  Item 14 
of the EBPB asks “I know how to implement EBP sufficiently to make practice changes” 
and was rated at 3.11 to 3.41 on pre and post survey respectively which demonstrates an 
increased confidence in their knowledge for EBP implementation. The staffs’ belief in
EBP is high and staff indicate that they know how to implement EBP which presents an 
opportunity for an EBP mentor to encourage and facilitate EBP in the organization. One 
key role of the EBP mentor is to strengthen staffs’ belief about the value of EBP.  
Through strengthening staffs’ belief about EBP and identifying and mitigating any
potential barriers to EBP implementation, staffs’ ability to implement EBP will be
enhanced.  
The EBPB pre and post survey results for this doctoral study ranged from a mean
summed score of 61.88 to 63.41 which was consistent with previous studies (Levin et al., 
2011; Wallen et al., 2010).  The mean summed scores of 61.88 to 63.41 (M=48, possible
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range 16-80), demonstrates that the belief in the value of EBP was high, well above the
mean of 48, in both pre and post survey measures. 
Internal consistency reliability of the EBPB for all pre and post survey samples
was consistently greater than 0.85.  The Cronbach’s alphas’ ranged from 0.88 to 0.90 for
each of the three studies (Levin et al., 2011; Melnyk et al., 2010; Wallen et al., 2010) and 
this doctoral project which is comparable to previous psychometric testing (Melnyk,
2008) of > 0.85 for the EBPB.
The EBP Implementation Scale (EBPI), an 18-item Likert scale survey (Appendix
D), was designed to evaluate the implementation of an EBP intervention (Melnyk, &
Fineout-Overholt, 2011). The range of summed scores for the EBPI survey was 19-90 
for both the pre survey and post surveys.  The wide variation in the range of summed 
score responses may be a result of including multiple disciplines with a diversity of
educational backgrounds in the sample. All pre and post EBPI item scores fell below 3.0 
which is significant and indicates that EBP implementation is low at KHD. EBPI item 5
asks about the practice of collecting data on a patient problem was rated low on pre and 
post survey at 2.78 and 2.74 respectively. Examination of patient data is often one of the
first steps to understanding the need for a change in practice.  EBPI item 1, which asks 
about the use of evidence to change clinical practice in the past 8 weeks, was rated low
on pre and post survey at 2.72 and 2.70 respectively.  The EBPI scores indicate that there 
is currently a decrease in evaluating current practice in the organization and represents an 
opportunity for staff to learn more about evaluating their existing practice as an initial 
step towards understanding EBP.
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The EBPI pre and post survey results for this doctoral study ranged from a mean 
summed score of 32.19-35.96 (M=36, possible range 0-72) demonstrates that
implementation is slightly below the mean indicating EBP implementation is low. In
previous studies mean summed pre and post survey scores ranged from 34.3-40.9
(Wallen et al., 2010) and three interval measures of 15.40 to 41.46 to 31.64 (Levin et al., 
2011). The results suggest EBP implementation at KHD is lower than the EBPI mean
(M=36) and did not demonstrate a significant increase as was demonstrated by the 
experimental groups in the other studies. The timing of the post survey may have
impacted the post survey EBPI scores. At the time the post survey measures were taken
at KHD, only the initial pilot of the KEWS was completed which may have attributed to 
the limited increase between the pre and post survey EBPI scores. Additionally, if staff
were not directly involved in the NPC, IDC or EBP activity, or did not consistently keep 
abreast of EBP activity through reading meeting minutes, lack of staff awareness may
have contributed to the EBPI scores.
Internal consistency reliability of the EBPI for all pre and post survey samples
was consistently greater than 0.85.  The Cronbach’s alphas’ ranged from 0.90 to 0.97 for
each of the three studies (Wallen et al, 2010, Melnyk et al., 2010 and Levin et al., 2011)
and this doctoral project which is comparable to psychometric testing (Melnyk, 2008) of
> 0.85.
A Pearson product-moment correlation coefficient was calculated to assess the 
relationship between OCRSIEP, EBPB, and EBPI. There was a highly significant 
correlation between the EBPB and EBPI (r= 0.624, p=.000). Strengthening staff’s belief
about the value of EBP and their ability to implement EBP was accomplished through 
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ongoing education, role modeling and mentorship to staff. Even though staff value EBP,
their EBP implementation is low. Perhaps this is related to the delay in the full 
implementation of the KEWS after the pilot. They have not seen outcomes of the EBP
implementation because it has not been fully implemented. One key role of the EBP
mentor is to strengthen healthcare professionals’ beliefs about the value EBP adds to their
practice which in turn enhances their ability to implement EBP (Fineout-Overholt, 
Melnyk & Schultz, 2005; Levin et al., 2010; Melnyk, 2007; Melnyk et al., 2010; Melnyk, 
2012; Wallen et al., 2010). Mentorship of direct care staff by an ARCC EBP mentor
increases the clinician’s belief about EBP and their ability to implement EBP (Melnyk &
Fineout-Overholt, 2002).  Once again, these findings support the need for EBP mentors in 
the KHD environment. 
There was a significant correlation between the OCRSIEP and the EBPB (r= 
0.598, p=.001). The Magnet journey is one of great momentum and professional growth, 
transitioning from the current practice to an EBP paradigm.  The clear and consistent
communication of goals and expectations to achieve Magnet from the KHD COO were
supported and facilitated by the Director of Education and DNP student/EBP mentor.  
The expectations for EBP were clearly set by the KHD COO and supported as evidenced 
by weekly or bimonthly council meetings and resources provided to facilitate EBP.  An 
organizational culture that supports EBP has been shown to have substantial and positive
impact on EBP beliefs and implementation (Melnyk et al., 2010).  Reinforcement of EBP
skills and processes utilizing handouts from the initial educational sessions at each step of
the EBP process may have strengthened the staff’s belief in EBP. Consistent and 
carefully planned strategies were implemented to enhance EBP belief; however, there 
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was still limited change in how the staff viewed the organization.  Perhaps the impact of
these strategies did not trickle down to the bedside staff who were not involved on the
NPC or the IDC.  Staff confidence in the organization may improve when successful
implementation and ongoing sustained change occurs. This may make one think that the
post survey process should not be completed until staff have experienced the EBP
implementation. The old adage “seeing is believing” may well apply in this situation.
When staff identify outcomes of the EBP implementation and associate it with the “extra
work” of completing the KEWS every four hours, they may have perceive more 
confidence in implementation. This is supported by the CBT model that thoughts and 
beliefs are influenced by environmental, social and individual factors (i.e. thinking­
feeling-behaving triangle) (Beck, 1976).
However, there was no significant correlation found between the OCRSIEP and 
the EBPI (r=0.624, p=0.080).  Yet, there may be a marginally statistically significant,
positive correlation between these two items; however, further studies are needed to 
clarify the relationship.  A larger sample size would be needed to definitively determine
if there is a positive correlation. These findings indicate that staff value EBP and perceive 
the importance of implementing EBP in their practice. Although staff perceive that the 
organizational culture is one that values EBP, the extent to which the organizational
culture supports EBP implementation is not fully clear. KHD staff have not participated
in an EBP implementation and seen the outcomes of their practice change. In contrast, 
two studies examined the correlation among organizational culture, EBP beliefs and EBP
implementation, and found that study participants beliefs about EBP were highly
correlated with perceived organizational  culture supportive of EBP and the extent to 
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which EBP was implemented (Melnyk et al., 2010; Wallen et al., 2011). There is a 
significant difference in the practice environments and educational background of study
participants which may have contributed to the participant’s understanding and 
perception regarding the organization in which they practice. The study by Wallen et al.
was conducted in the research intensive NIH environment where 94 percent of study 
participants hold a bachelor’s degree or higher, whereas the Melynk et al.(2010) study 
was conducted in an acute care facility with 78 percent of study participants holding a
bachelors degree of higher. The educational preparation of the KHD participants at the
bachelors level of higher was 50 and 59 percent respectively on the pre and post survey.
The higher level of ADN nurses at KHD (41-50 percent on the pre and post survey
respectively) may have contributed to participant understanding of the survey questions
which may have impacted their responses and ultimately the project findings. 
The purpose of this doctoral project was to implement an evidence-based practice 
(EBP) model in a long-term acute care hospital as they began their journey in pursuit of
Magnet Recognition®. Implementation of an EBP model, the Advancing Research and 
Clinical practice through close Collaboration (ARCC) model, involved conducting an 
initial organizational assessment of staff to understand the staff’s beliefs, implementation,
and organizational and cultural readiness for EBP.  The assessment included 
understanding the staff’s beliefs, implementation, and organizational and cultural
readiness for EBP.  Utilizing the findings of the organizational assessment, the DNP
student, a CNS, functioned in the role of EBP mentor to facilitate staff towards meeting
the expectations of EBP work for Magnet Recognition®. The PICOT question for this
project was: Among (P) licensed healthcare staff (registered nurses, licensed practical
85
 
 
 
 
 
 
    
     
   
  
    
    
   
    
   
   
   
    
    
  
     
  
  
    
 
  
nurses, pharmacists, physical therapists, occupational therapists, dieticians, respiratory
therapists, laboratory technicians and radiology technicians) in a long term acute care 
hospital, does the (I) implementation of an evidence-based practice model (C) compared 
to no EBP model (C) compared to no EBP mentor affect (O) healthcare staff EBP beliefs
and EPB implementation (T) over six months?
There were no significant differences in the staffs’ EBP beliefs and EBP
implementation found.  The use of the ARCC model and an EBP mentor did not
demonstrate a statistical difference between the pre and post survey findings on staffs
EBP beliefs and implementation. The mere increase in pre to post survey respondents
from 18 to 27 may indicate an increased awareness of the EBP activity at KHD. Perhaps
the increase in post survey participation is indicative of the staff’s awareness of
movement within the organization towards EBP.  The culture at KHD seems to be 
evolving. Any new request for a practice change must be supported by current evidence. 
Multiple competing initiatives serve as a barrier to implementation. The KEWS is new
and involves staff learning the use of the RASS scale. The new patient care model will
be implemented at the same time the KEWS is implemented. The EBP mentor was not
onsite to facilitate ongoing daily reinforcement and communication regarding EBP with 
all staff, not just staff on the NPC and IDC. EBP culture is built over time and takes
investment by nurse leaders to implement strategies that enhance nurses’ knowledge and 
EBP skills and provide environments where EBP can thrive and be sustained. 
Ultimately, there was no way to identify differences for the pre and post survey samples.
There was no way to discern if the same participants who participated in the pre survey
participated in the post survey.  The mean summed scores of each of the OCRSIEP, 
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EBPB and EBPI demonstrated an increase between pre and post implementation 
measurement; however, due to the small sample size and unequal groups, differences
could not be statistically determined.
There were many facilitators for this clinical project. KHD had just completed 
their Magnet application, and had an aggressive timeline to achieve EBP implementation 
goals. Both the KHD COO and Director of Education understood and highly valued and 
supported EBP. The DNP student/EBP mentor, certified as an ARCC EBP mentor, had 
the passion to serve in the role as EBP mentor to propel the organization toward EBP
implementation as a part of the KHD Magnet journey. The resources were in place and
were supported by all levels: the gifting of the Nursing Reference Center from Corporate
Kindred Hospital Division, financial support for the ARCC tools from the executive 
leadership at KHD and nursing leadership support to facilitate staff attendance at
meetings. The vision and goal to embark on the Magnet journey promoted staff 
engagement and physician and mid-level provider support to collaborate regarding
KEWS project. Each successive KEWS pilot provided exposure and greater
understanding of the new EWSS for the staff which will serve as a positive facilitator for 
the full implementation of the KEWS.
Barriers that surfaced during this project included limited leadership skills of
council chairs and consistent communication with council members, lack of consistent
attendance by the same members of the NPC or IDC councils which mostly seemed due
to childcare issues or holiday timing of meetings and fatigue of staff possibly from
numerous competing high priority initiatives. The aggressive schedule to meet the 
Magnet timeline and decision to implement all new initiatives simultaneously served as a 
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barrier and time delay for full implementation of this project. Competing organizational
priorities is viewed as a barrier to consistent use of EBP and the clinician’s ability to
routinely provide evidence-based care (Melnyk, 2007).   
Limitations and Recommendations
The sample size for this doctoral project was small; therefore, results can only be 
discussed in respect to the identified project sample. A larger sample size would have 
added more strength to the results. Therefore, generalizability of the findings cannot be
made.
The educational seminar was presented in one day. The amount of information 
covered was extensive, and would have probably been retained and understood in 
incremental presentations as the councils were progressing with their projects. Consistent
reinforcement was required to promote learning. Some of the members of the NPC and 
IDC had attended the initial educational program. This required additional time during
council meetings to provide education to bring some members up to speed on certain 
topics.
The DNP student, serving as the EBP mentor, was on-site for education, NPC
meetings and meetings with management staff. Conference calls were held intermittently
when attendance in-person was not possible. The DNP student/EBP mentor was
available for contact via cell phone and email. The ability to truly immerse oneself and
be on-site during the six month implementation, although not realistic for this project,
would have been beneficial for EBP mentor observation and face to face accessibility and 
communication with staff.
88
 
 
 
 
    
  
   
 
    
 
  
  
    
    
 
 
  
 
  
  
   
 
 
  
  
 
One additional limitation of this study was time. The final implementation of the
KEWS was delayed, therefore; the seventh and final step of the Seven-Step EBP Process,
dissemination of the outcomes of the EBP implementation was not fully completed due to 
time constraints, competing organizational initiatives within Kindred Hospital Dayton 
and the DNP student’s timing for completion of work for graduation.
Moving forward, it is imperative to continue to support the evolving EBP culture. 
Culture change is enhanced by consistent vision, messaging and support, and occurs later, 
not first.  Sustaining a culture that supports EBP only comes from intentional planning
from nursing executive leadership to assure that strategies and support are in place to 
sustain the culture necessary for a practice environment where EBP flourishes. To
sustain an EBP culture, it is crucial that nursing executives invest in a culture that not
only supports but enhances and advances EBP (Melnyk & Fineout-Overholt, 2011).  
Recommendations to support and advance EBP at KHD include, but are not limited to:
ongoing subscription of Nursing Reference Center or search database, development and 
ongoing education for EBP mentors, time away from unit for staff, educational seminars
for staff, support for presentation and dissemination of studies. Appendix P outlines the
costs associated with these recommendations. Investing in EBP mentors is a critical
strategy to sustain EBP (Melnyk, 2007). EBP mentors must not only possess EBP skills, 
but also must be effective at individual and organizational behavioral change strategies
(Melnyk & Fineout-Overholt, 2011).
One strategy for success to sustain EBP is assuring that all policies and
procedures are evidence-based. This has been implemented at KHD.  When any new
policies or changes to existing policies are requested, the first question at KHD today is
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“where is the evidence to support this requested change?” Any new process needs to be 
hardwired for success to avoid relapse into old patterns of practice that may be
comfortable, but not best practice. Time away from the unit to support EBP activities is
imperative. All new employee orientation must be infused with the new expectations
from the EBP paradigm. Job descriptions must reflect expectations to support and 
participate in EBP initiatives and best practices.
Conclusion
The Institute of Medicine (IOM) has challenged the healthcare profession to 
achieve 90% integration of current evidence into practice by 2020. “Evidence- based
practice is not a cookbook or cookie cutter approach to developing or managing clinical 
practice. “It requires a great deal of flexibility and fluidity based on firm scientific and
clinical evidence validating appropriate sustainable clinical practice” (Malloch, K. &
Porter- O’Grady, 2006, p.3). To meet the IOM’s aggressive goal of 90 percent
integration of evidence into practice, it is imperative that healthcare professionals such as
EBP mentors serve in a leading role to embrace the EBP paradigm shift, closing the 
chasm by improving EBP decision making and decreasing the gap between research
generation and translation into practice.
The ARCC model is one model employed by healthcare settings and
organizations to guide system-wide implementation and sustainability of EBP to achieve
and sustain quality outcomes (Rycroft & Bucknall, 2010).  Key strategies for both 
individual and organizational change are incorporated into the ARCC model which 
served as the guiding framework for this doctoral project. One key strategy purported by
the ARCC model is the use of an EBP mentor whose role is to immerse herself or himself
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intimately into the organization and at the point of care to engage healthcare team
members in translation of evidence to improve patient outcomes. The doctorally­
prepared advanced practice nurse is uniquely educated and positioned to accept this
challenge. One of the eight Essentials of Doctoral Education for the Advanced Practice 
Nurse published by the American Association of Colleges in Nursing (AACN, 2006)
focuses on clinical scholarship and analytical methods for evidence-based practice.
Doctoral coursework and certification as an ARCC EBP mentor prepared this writer to
serve as the EBP mentor for this clinical project.
EBP is recognized as an essential competency for all nurses in The Future of
Nursing: Leading Change, Advancing Health (IOM, 2010). Magnet designation requires
that organizations demonstrate integration of programs to facilitate and support EBP, 
including the infrastructure and resources to advance EBP (ANCC, 2011). This project
facilitated one more organization, KHD, a LTACH, toward EBP implementation and 
Magnet Designation®. Ultimately, careful strategic planning and investment in EBP is
essential to support and sustain the organizational culture that expects and supports EBP
as standard professional practice.
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APPENDIX A
Permission to Use ARCC Model
-----Original Message----­
From: Ellen Fineout-Overholt <ellen.fineout.overholt@gmail.com>
 
To: michmarshrn <michmarshrn@aol.com>
 
Cc: bernmelnyk <bernmelnyk@gmail.com>
 
Sent: Wed, Sep 26, 2012 1:08 am
 
Subject: RE: from Wright state FW: Request for Information- ARCC Tools
 
HI Michele. I can send you a graphic representation of the ARCC model (see attached), but
cannot provide a copy of an email sent to nurses to participate in the study as we do not send
emails. Rather, if you choose to use electronic data collection, you provide us with information
for the survey, we provide the link to the survey, and you send it out or post it for folks to see
who are involved in your project. Please let me know if I am misunderstanding your
questions/request.
I hope this helps. Take care,
Ellen
From: michmarshrn@aol.com [mailto:michmarshrn@aol.com] 
Sent: Tuesday, September 25, 2012 3:14 PM
To: ellen.fineout.overholt@gmail.com
Cc: bernmelnyk@gmail.com
Subject: Re: from Wright state FW: Request for Information- ARCC Tools
Hi, Ellen.
 
My project is moving along nicely and I hope to defend in December and implement in January.
 
I met with Tracy Brewer yesterday and told me I would need to obtain two items from you:
 
1) a pictoral of the ARCC model and permission to use it for my proposal/ project
 
2) a copy of the email that is sent with link to nurses requesting their participation in the study
 
I truly appreciate your support with my project.

Sincerely,
 
Michele Marshall
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APPENDIX B
Organizational Cultural Readiness for Systematic Implementation of Evidence-base
 
Practice (OCRSIEP) Survey
 
Organizational Culture & Readiness for System-Wide integration of Evidence –based Practice Survey
 
Melynk & Fineout-Overholt, 2006
 
Below are 18 questions about evidence- based practice (EBP). Please consider the culture of your organization and its
readiness for system-wide implementation of EBP and indicate which answer best describes your response to each
question. There are no right or wrong answers.
Item None at
All
A 
Little
Somewhat Moderately Very
Much
1. To what extent is EBP clearly described as central to the mission and
philosophy of the organization?
1 2 3 4 5
2. To what extent do you believe that EBP is practiced in your
organization?
1 2 3 4 5
3. To what extent is the nursing staff with whom you work committed to
EBP? 
1 2 3 4 5
4. To what extent is the physician team with whom you work committed to
EBP?
1 2 3 4 5
5. To what extent are the administrators within your organization
committed to EBP (have planned for resources and support [e.g. time] to 
initiate EBP?
1 2 3 4 5
6. In your organization, to what extent is there a strong critical mass of
nurses who have strong EBP knowledge & skills?
1 2 3 4 5
7. To what extent are there nurse scientists (doctorally prepared
researchers) in your organization to assist in generation of evidence when it
does not exist?
1 2 3 4 5
8. In your organization, to what extent are there Advanced Practice Nurses
who are EBO mentors for staff nurses as well as other APNs?
1 2 3 4 5
9. To what extent do practitioners model EBP in their practice settings? 1 2 3 4 5
10. To what extent do staff nurses have access to quality computers and
access to electronic data bases for searching for best evidence?
1 2 3 4 5
11. To what extent do staff nurses have proficient computer skills? 1 2 3 4 5
12. To what extent do librarians within your organization have EBP 
knowledge and skills?
1 2 3 4 5
13. To what extent are librarians used to search for evidence? 1 2 3 4 5
14. To what extent are fiscal resources used to support EBP (e.g. education
–attending EBP conferences/workshops, computers, paid time for EBP
process, mentors)?
1 2 3 4 5
15. To what extent are their EBP champions ( i.e. those who will go the
extra mile to advance EBP) in the environment among:
a. Administrators?
b. Physicians?
c. Nurse Educators?
d. Advance Nurse Practitioners?
e. Staff Nurses
1
1
1
1
1
2
2
2
2
2
3
3
3
3
3
4
4
4
4
4
5
5
5
5
5
16. To what extent is the measurement and sharing of outcomes part of the
culture of the organization in which you work?
1 2 3 4 5
Item None 25% 50% 75% 100%
17. To what extent are decisions generated from:
a. direct care providers?
b. upper administration?
c. physician or other health care provider groups?
1
1
1
2
2
2
3
3
3
4
4
4
5
5
5
Item Getting
ready
Not
Ready
Been ready
but not
acting
Ready to go Past
ready &
onto
action
18. Overall, how would you rate your organization in readiness for EBP? 1 2 3 4 5
19. Compared to 6 months ago, how much movement in your organization 
has there been toward an EBP culture? Please a hatch mark on the line on
the right that indicates your response.
Not at 
all
A Little Somewhat Moderately Very 
Much
1 2 3 4 5
This tool has been used with permission from Ellen Fineout-Overholt, ARCCllc 
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APPENDIX C
The EBP Belief Scale (EBPB) Survey
EBP Beliefs Scale
Melnyk & Fineout-Overholt, Copyright, 2003
Below are 16 statements about evidence-based practice (EBP).  Please circle the number that best
describes your agreement or disagreement with each statement. There are no right or wrong
answers.
Strongly 
Agree
Disagree Neither
Agree or
Disagree
Agree Strongly 
Disagree
1. I believe that EBP results in the
best clinical care for patients.
1 2 3 4 5
2. I am clear about the steps of EBP. 1 2 3 4 5
3. I am sure that I can implement
EBP.
1 2 3 4 5
4. I believe that critically appraising
evidence is an important step in the 
EBP process.
1 2 3 4 5
5. I am sure that evidence-based
guidelines can improve clinical care.
1 2 3 4 5
6. I believe that I can search for the 
best evidence to answer clinical
questions in a time efficient way.
1 2 3 4 5
7. I believe that I can overcome 
barriers in implementing EBP.
1 2 3 4 5
8. I am sure that I can implement
EBP in a time-efficient way.
1 2 3 4 5
9. I am sure that implementing EBP
will improve the care I deliver to my
patients
1 2 3 4 5
10. I am sure about how to measure 
the outcomes of clinical care.
1 2 3 4 5
11. I believe that EBP takes too much
time.
1 2 3 4 5
12. I am sure that I can access the 
best resources to implement EBP.
1 2 3 4 5
13. I believe EBP is difficult. 1 2 3 4 5
14. I know how to implement EBP
sufficiently enough to make practice
changes.
1 2 3 4 5
15. I am confident about my ability to 
implement EBP where I work.
1 2 3 4 5
16. I believe the care that I deliver is
evidence-based.
1 2 3 4 5
This tool has been used with permission from Ellen Fineout-Overholt, ARCCllc.
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APPENDIX D
The EBP Implementation Survey
EBP Implementation Scale
 
Melnyk & Fineout-Overholt, Copyright, 2003
 
Below are 18 questions about evidence-based practice (EBP). Some healthcare providers do some 
of these things more often than other healthcare providers. There is no certain frequency in which
you should be performing these tasks. Please answer each question by circling the number that
best describes how often each item has applied to you in the past 8 weeks.
In the past 8 weeks, I have:
0 times 1-3 times 4-5 times 6-7 times >8 times
1. Used evidence to change my clinical
practice…
1 2 3 4 5
2. Critically appraised evidence from a 
research study
1 2 3 4 5
3.Generated a PICO question about my
clinical practice
1 2 3 4 5
4. Informally discussed evidence from a 
research study
1 2 3 4 5
5. Collected data on a patient problem 1 2 3 4 5
6. Shared evidence from a study or studies in
the form of a report or presentation to more
than 2 colleagues
1 2 3 4 5
7. Evaluate the outcomes of a practice 
change
1 2 3 4 5
8. Shared an EBP guideline with a colleague 1 2 3 4 5
9.  Shared evidence from a research study
with a patient/family member
1 2 3 4 5
10. Shared evidence from research study
with a multi-disciplinary team member
1 2 3 4 5
11. Read and clinically appraised a research
study
1 2 3 4 5
12. Accessed the Cochrane database of
systematic reviews
1 2 3 4 5
13. Accessed the National Guidelines
Clearinghouse
1 2 3 4 5
14. Used an EBP guideline or systematic
review to change clinical practice where I
work..
1 2 3 4 5
15.Evaluated a care initiative by collecting
patient outcome data
1 2 3 4 5
16. Shared the outcome data collected with
colleagues
1 2 3 4 5
17.Changed practice based on patient
outcome data
1 2 3 4 5
18. Promoted the use of EBP to my
colleagues
1 2 3 4 5
This tool has been used with permission from Ellen Fineout-Overholt, ARCCllc.
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APPENDIXE 
Agency Signed Approval Letter 
Wright State University-Miami Valley liege of ursing and Health 
AGE CY PERMISSION FOR CONDUCTING ST DY 
THE fi I nd,tr r\ tfo {r1ft1I JJn 1--10· Ot1 ,·o GRA T TO 
rfi1rl-rf( L /vfr~rsltt//__________v.______I ____~ a student enrolled in the joint 
Doctor ofNursing Practice Program at Wright State Univer ity-University ofToledo the 
privilege of using its facilities in order to conduct the folJowing project: 
The conditions mutually agreed upon arc as follows: 
The agency@(may not) be identified in the final report. 
2 The names of consultative or administrative personnel in the agency e (may not) be 
identified in the final report. 
3 The agency E§) (does not want) a conference with the student when the report is 
completed. 
4 Other: 
Date 
Student Signature ignature 
38 
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APPENDIX F
Flyer
Kindred Staff Members
Don’t miss your opportunity to participate in an EBP study!
You will receive an email announcing the study and
requesting participation. Please follow the link provided to 
complete the requested surveys.
Your participation will contribute to a greater
understanding about your professional practice with the
goal of improving patient care and outcomes.
For questions, contact Michele Marshall at (937) 216 9987.
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APPENDIX G
Demographic Survey
Location________
Demographic Survey
Please fill in the following demographic information.
1. Current role on the Healthcare Team: ___ staff nurse ___ senior staff nurse ___charge nurse
 
___ nurse manager ___ clinical nurse specialist other: _________ (please specify)
 
Length of time in the above position: ___________
 
2. Year of Birth ___________________
 
3. Highest educational degree & when obtained: ___Doctorate (year___) ___ Masters (year____)

___Bachelors (year____) ___Associate (year ____) ___Diploma (year ____)
 
4. If you are a nurse, first nursing degree: ___ Associate degree ___ Bachelor’s degree 

___Other: ___________ (please indicate)

5. Please fill in the information most relevant to you:
 
  Number of years you have worked as an RN: _____
  Number of years you have worked as an APN: _____
6. What has been your exposure to the concept of evidence-based practice (EBP)?
Check all that apply.
  learned about EBP in nursing school_______
  took a continuing education course in EBP______
  presence of EBP Mentor in organization_______ 
  member of shared governance councils involved in EBP_______
  member of a project team presently engaged in an EBP project_____
  past member of a project team that was engaged in an EBP project_____
  do not know much about EBP ________
7. Are you currently enrolled in an educational program as a full or part time student? 
____ Yes ____ No  If “Yes” please indicate what program:__________________________
8. Shift you usually work: ____day shift ___ evening shift  ___ night shift ___other________ 
(please indicate)
9. Number of years you been working as a nurse: __________ (if < 1 year, then give # of months)
10. Hours you usually work per week: ___________
11. Employment: ___full time ___ part time ___ per-diem ___ other: ________ (please indicate)
12. Professional organization membership (s):________________________________
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APPENDIX H
Email to staff Announcing Study
Dear Kindred Staff Member,
As a part of my doctoral program, I am completing a project looking at evidence based 

practice (EBP) at Kindred Hospital. The results of this study will provide insight into the
 
organizational culture and professional practice at Kindred Hospital, Dayton, Ohio. The
 
results from these surveys may be used for future planning to improve practice and 

patient outcomes.
 
Your role in the study will be to complete 4 surveys prior to the implementation of an 

intervention and 6 months after the intervention is implemented. Attached is link that will 

take you to the surveys which may take up to 30 minutes total to complete. All four
 
surveys must be completed by each staff member in order to use the survey responses for 

the study. Base your response to each question based on the answer that best describes
 
the issue/ situation. Remember, there are no right or wrong answers to the questions
 
Your completion of the surveys implies consent to participate in the study. The goal is to
 
get as many participants as possible to complete the four surveys during the data 

collection period which opens May 16, 2013 and closes June 5, 2013.
 
I truly appreciate your willingness to participate.
 
If you have any questions, please feel free to contact me at 937 216 9987.
 
I will be sharing the results and the implications for practice with you during the first
 
quarter 2014.
 
Thank you, in advance, for your time to read this email and consider participation in this
 
study.
 
Respectfully,
 
Michele L Marshall, DNP (c), CNS, RN, NE-BC, CPHQ
 
Wright State University Doctorate of Nursing Practice student
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APPENDIX I
EBP Lecture Series - Topical Outline
Michele Marshall DNP(c), CNS, RN, NE-BC, CPHQ
 
June 5, 2013
 
10
 
5
 
Powerpoint
Module
Topic Objectives Readings- Citation Authors
EBP 1 EBP Basics 1) Define EBP
2) Identify three reasons
EBP is important to
professional practice
3) Compare and contrast
the purposes of QI, EBP &
research
Evidence-Based Practice: Step
by Step: Igniting a Spirit of
Inquiry
AJN The American Journal of
Nursing, November
2009,109(11):49-52
Melnyk, Bernadette Mazurek;
Fineout-Overholt, Ellen; 
Stillwell, Susan B.; Williamson,
Kathleen M.
EBP 2 The EBP Process & PICOT
Question
1) Describe the seven steps 
of EBP
2) Identify the five key
components of the PICOT
question
Evidence-Based Practice: Step
by Step: The Seven Steps of
Evidence-Based Practice
AJN The American Journal of
Nursing, January
2010,110(1):51-53
Evidence -Based Practice, Step
by Step: Asking the Clinical 
Question: A Key Step in
Evidence-Based Practice AJN
The American Journal of
Nursing, March 
2010,110(3):58-61
Melnyk, Bernadette Mazurek;
Fineout-Overholt, Ellen; 
Stillwell, Susan B.; Williamson,
Kathleen M.
Stillwell, Susan B.; Fineout-
Overholt, Ellen; Melnyk, 
Bernadette Mazurek;
Williamson, Kathleen M.
EBP 3 Literature Search 1) Describe 5 key steps to Evidence-Based Practice, Step Stillwell, Susan B.; Fineout­
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complete an effective by Step: Searching for the Overholt, Ellen; Melnyk, 
literature search Evidence
AJN The American Journal of
Bernadette Mazurek; 
Williamson, Kathleen M.
2)  Describe a hierarchy for Nursing, May 2010,110(5):41­
strength of evidence 47
EBP 4 Evaluation & Critical 
Appraisal of Evidence
1) Identify three key steps
for    critical appraisal
2) Discuss how you 
determine sufficiency of 
evidence to base a practice 
change
Evidence-Based Practice Step
by Step: Critical Appraisal of
the Evidence: Part I
AJN The American Journal of
Nursing, July 2010,110(7):47­
52
Evidence-Based Practice, Step
by Step: Critical Appraisal of
the Evidence: Part II: Digging
deeper—examining the "keeper"
studies AJN The American
Journal of Nursing, September
Fineout-Overholt, Ellen; 
Melnyk, Bernadette Mazurek;
Stillwell, Susan B.; Williamson,
Kathleen M.
Fineout-Overholt, Ellen; 
Melnyk, Bernadette Mazurek;
Stillwell, Susan B.; Williamson,
Kathleen M.
2010,110(9):41-48
3) Define the three types of
evidence to consider
(integrate) when making a
practice decision.
Evidence-Based Practice, Step
by Step: Critical Appraisal of
the Evidence Part III
AJN The American Journal of
Nursing, November
2010,110(11):43-51
Fineout-Overholt, Ellen; 
Melnyk, Bernadette Mazurek;
Stillwell, Susan B.; Williamson,
Kathleen M.
EBP 5 Developing & Deploying 
Pilot & Implementation Plan
1) Compare and contrast
the purpose of quality
improvement, evidence­
Evidence-Based Practice, Step
By Step: Following the
Evidence: Planning for
Fineout-Overholt, Ellen; 
Williamson, Kathleen M.; 
Gallagher-Ford, Lynn; Melnyk, 
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Evaluation, Dissemination of
Findings & Sustaining the
Change
based practice and research
2) Identify the 4 stages of
team development
3) Identify the three “p’s” 
of creating and sustaining 
and environment for
evidence-based practice
Sustainable Change
AJN The American Journal of
Nursing, January
2011,111(1):54-60
Evidence-Based Practice, Step
by Step: Implementing an 
Evidence-Based Practice 
Change
AJN The American Journal of
Nursing, March 
2011,111(3):54-60
Evidence-Based Practice, Step
by Step: Rolling Out the Rapid
Response Team. AJN The
Bernadette Mazurek; Stillwell,
Susan B.
Gallagher-Ford, Lynn; Fineout-
Overholt, Ellen; Melnyk, 
Bernadette Mazurek; Stillwell,
Susan B.
Gallagher-Ford, Lynn; Fineout-
Overholt, Ellen; Melnyk, 
Bernadette Mazurek; Stillwell,
Susan B
American Journal of Nursing, 
May 2011,111(5):42-47
Evidence-Based Practice, Step
by Step: Evaluating and 
Disseminating the Impact of an 
Evidence-Based Intervention:
Show and Tell
AJN The American Journal of
Nursing, July 2011,111(7):56­
59
Melnyk, Bernadette Mazurek;
Fineout-Overholt, Ellen; 
Gallagher-Ford, Lynn; Stillwell,
Susan B
 
 
 
 
 
  
  
   
 
    
             
                  
                 
     
    
 
 
 
 
 
  
  
 
  
  
  
   
  
   
  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   
 
 
  
 
  
  
 
 
 
   
 
 
 
  
 
 
 
 
 
 
  
 
  
  
 
  
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
APPENDIX J
Implementation Plan
EBP Evolution at Kindred Hospital Dayton 
Nursing Practice Council
7 Key Steps of Evidence Based Practice*
PICO: For the patients at Kindred Hospital Dayton, does implementation of an early
warning system vs no early warning system result in increased use of change of
condition, improved documentation of open change in conditions, ↑ in rapid response
calls & ↓code blue calls
10
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EBP Step Activity/Stakeholders Barriers Facilitators Measures/Outcomes
0) Cultivate a spirit of Setting the Stage for Success Executive Support KHD Pre measure with ARCC 
clinical inquiry DNP student met with Beth Hock CCO re 
DNP project  12/17/12
Meeting with Leadership Team- 1/15/13
Meeting with Interdisciplinary  Management 
Team- 1/22/13
Cultivating the Spirit
Magnet Kickoff- Interface with Tony Disser,
CNS, VP Kindred Hospital Division, Kindred 
Corporate 2/20/13
Council Restructure – March 2013
EBP Journey Seminar- 6/05/13
Nursing Practice Council (NPC)- 6/17/13
Interdisciplinary Council (IDC) – 6/24/13
by supporting ARCC tools
2/13 Executive leadership
purchase of Nursing
Reference Center for KHD
Administrative vision &
support
Magnet Journey
Poster
Seminar handouts
Webpage
tools mid-May thru June 5,
2013
1) Ask the burning
clinical question in
PICOT format
NPC- 7/01 & 7/15/2013
Initial PICO formulated on 7/15
Decision to develop early warning system
Poster
Seminar handouts
Webpage
2) Search for & collect
the most relevant best
evidence
7/05, 7/18 – Lit search completed & articles
disseminated to NPC
7/15 Example of evaluation & synthesis tables
discussed @ meeting & then emailed to all
members 7/20
Articles assigned to various members of NPC
for review & presentation at NPC.
List serve question sent by Director of
Education through Kindred list serve
regarding interest or activity regarding EWS
throughout 121 Kindred Hospitals
Nursing Reference 
Center only available 
to T Trotter @ this
time
7/18 IDC to join NPC
for KEWS topic
7/31 MM updated
IDC members to each
evaluate an article
7/05 T Trotter completed lit 
search
7/18 M Marshall completed 
lit search
Poster
Seminar handouts reviewed
with example evaluation &
synthesis tables
Webpage
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8/12/2013 First meeting with Nursing and IDC
Councils together, 3 articles reviewed &
discussed. Continued with review of articles
over several weeks. Identified 3 “keeper
articles.”  
9/23/2013 NPC member, Tracy R, reported 
out findings from site visit to OSU for expert
opinion of M Weber, CNS, NP, DNP, Clinical
Director of Medical Nursing Division OSU 
Hospital, regarding their experience with
KEWS. Much valuable insight gained.
3) Synthesize (critically
appraise) the evidence
10/07/2013 NPC- Assigned strength of
evidence to 3 keeper articles, followed by
creating evaluation tables and rapid critical 
appraisal (RCA) Synthesis of evidence from
keeper articles completed.
9/2013 IDC Update: IDC regrouped and 
identify burning clinical issue by holding
weekly meetings. Reviewed and completed
evaluation tables over a series of 3 meetings, 
selecting 3 keeper articles & one practice 
guideline.
Used RCA for practice guideline for critical 
appraisal on 11/06/2013. Other 2 articles were
Level 7 evidence and focused on quality
improvement
1) Time, inconsistent 
membership present
at meetings
2) Decision for KHD  
to complete 2 EBP
projects 9/2013,
which placed IDC
behind on Magnet 
timeline
3) Inexperienced
leadership in IDC
delayed progress of
IDC project
IDC: Did not have
invite all key
stakeholders to table.
IDC leadership
unaware of corporate 
leadership
requirement and 
encouraged to seek
further guidance from
CCO and Leadership
Team
Poster
Seminar handouts with 
reinforcement and review at
meetings
Webpage
Use of RCA tools 
2) EBP Collaboration with 
CCO to clarify expectations
re IDC activities
3) EBP mentor
collaboration with CCO re
leadership concerns,
resulting in Individual &
team coaching to promote
success with IDC
IDC: Practice guideline a
Level VII source of
evidence, however very
useful  information 
12/2013 IDC collaborating
and engaging with  
leadership and admission 
stakeholders to identify
opportunities for change 
within the boundaries of
Kindred Corporate Structure
& policies
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EBP mentor continues to 
serve in support role after
evidence synthesis and
planning initiated
4) Integrate all evidence 
(research findings from
the literature, clinical 
expertise & patient
preferences)  to
determine a practice 
decision or change
Study, implement or test
the practice change 
through research, EBP
project or performance 
improvement activity
(“test of change”)
10/21/2013- Decision made to create a EWS
for KHD based on evidence from literature,
expert opinion. Utilizing expert opinion
decision made to only use EWS system for
Med Surg population.
EWS officially given name of KEWS for
branding of tool for Kindred Hospitals
Initial Draft of KEWs criteria developed
utilizing evidence synthesis from literature,
summary of 2 years of code data,
collaboration at NPC &  input from key
stakeholders with physician, mid-level input
10/30/2013 NPC Chair & NPC member
completed patient rounds introducing KEWS
And seeking input regarding draft KEWS
from staff, physicians and mid-level providers
11/04-17/2013 changes made and draft sent to
staff for a 2 week open comment period for
staff to evaluate  KEWS criteria & proposed
process
11/18/2013- No further changes identified 
from staff input.
Plan established for pilot of KEWS:
1) Key staff members were identified to
participate in pilot. Pilot involved testing
KEWS on select Med Surg patients.
2) Staff to participate in the pilot were
recruited by members of the NPC
3) Training of NPC members was scheduled 
for 12/02/2013 through use of clinically
relevant scenarios utilizing SIM Man 12/2/13
1) Practice Model in
process of being
changed based on 
focus groups which 
was a competing
priority for the EBP
project
2) Decision to 
implement RASS in
addition to KEWS
created added
learning for staff
3) Sometimes
schedules do not
permit consistent 
attendance by all
NPC members. NPC
members Are 
expected to be 
accountable and
updated through
emails and minutes
4) No staff showed to 
train for KEWS in
simulation lab
on 12/02/13
5) NPC engagement
but limited staff
engagement which
may have been
influenced by timing
of meeting between
holidays
NPC consistently works
between meetings to move 
project forward.
Intermittent vetting of
KEWS project with key
stakeholders
KEWS will be completed
on paper initially, to “fine 
tune” parameters within
categories. Paper
application reduces
potential for a delay in
implementation.
Also, began dialogue about
eventually placing in Pro-
touch (EMR) 
Post measure with ARCC 
tools, Nov 6- Nov 25, 2013
5) Evaluate the practice 
or change
4) Staff volunteered for pilot trained one on
one on the nursing unit 12/04/13, establishing
inter-rater reliability between nurses
conducting pilot
Multiple competing
priorities, new
initiatives being
implemented at one
Timeline for completion of
implementation of KEWS
and new model of care- Feb
2014 based on Magnet
12/08/2013 Staff provided 
feedback verbally and via 
email to NPC members re
KEWs pilot
 
 
  
 
  
  
 
  
 
 
  
  
  
 
  
    
 
  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
  
 
 
 
 
  
 
 
 
 
  
 
 
  
  
 
 
   
 
 
 
  
 
  
 
  
 
 
  
 
  
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
  
 
     
 
5)  Initial pilot was conducted during
December 2013 with feedback obtained
Feedback from staff during  pilot was
integrated into KEWS
6) Revisions to KEWS from initial pilot 
integrated to create 1/13/14 draft
7) Final pilot of KEWS initiated 1/27/2014
8) Following 1/27/2014 pilot, any further
revisions will be made
9) Final version will be presented to Kindred
Medical Executive Board (MEB) for
final approval
10) Implementation of approved version of
KEWs will be implemented with new RASS
& new model of care- anticipated 2/2014
Goal- after implementation and any revisions
of KEWS, tentative plan is to build into Pro-
touch for system-wide implement in 121 
Kindred Hospitals
time:
1) Change in IV
system
2) Model of care 
being finalized with
staff input through 
focus group 
participation
3) KEWS
4) RASS to be
implemented along
with KEWS
5) Anticipated
changes  to
admission process by
IDC
6) No formal meeting
in 12/2013 due to 
KEWS trial &
holidays,
7) Limited
communication with 
EBP mentor
after initial KEWS
pilot
application and allowing for
3 months of outcome data to 
meet May deadline
Executive leadership visit to
KHD 12/13 with report out
of project progress-Update 
provided re KEWS project
to Corporate VP
Anticipated outcomes to be
evaluated after final
KEWS implementation
include:
*↑in initiation of change of
condition status in 
Protouch
* Documentation on all 
open change in conditions
in Protouch 
*↑in occurrences of rapid 
responses initiation
*↓in number of codes
3 months of data prior to
submission in Magnet
document
6) Disseminate the Plan for presentation of project after full CCO understands and Ongoing monitoring and
outcomes of the EBP implementation. values EBP in a significant evaluation of KEWS &
decision or change way, has goal of being first
LTAC to achieve Magnet
recognition
Director of Education is a
CNS with 10 years
experience, highly respected
by staff and leadership, an 
excellent change agent with
great system’s perspective 
to move Kindred through 
completion
identified outcomes
Tentative plan for
implementation of KEWS
for Kindred Hospital, Inc
across 121 hospitals
Achievement of Magnet
recognition at closure of
initial Magnet journey
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*Melnyk, B.  & Fineout-Overholt, E. (2011). Evidence-Based Practice in Nursing and Healthcare: A Guide to Best Practice (2nd ed.) p.11.
 
 
  
                      
 
      
 
      
       
      
 
     
 
     
 
    
       
 
 
 
  
  
 
  
 
 
 
 
 
 
 
 
   
    
   
   
   
  
   
  
 
 
 
 
 
 
    
   
   
 
 
 
  
 
      
    
  
  
 
 
 
 
 
APPENDIX K
KHD Nursing Practice Council Meeting Minutes
Time: 0830 am 11/04/13
Members Present:Violet Littlejohn, MSN, RN, Tracey, Rutherford, BSN, RN, Ben Clement, RN, Jessica Messer RN, Terry Flack, RN
Members Absent:Tiffany Stamper, RN, Lisa Ayers (approved leave), LPN, Michelle Fraley, RN, Andrea McCormick, RN,
Elizabeth Marshall, RN, Ruth Sprinkle (approved leave), RN
Others Present: Tanya Trotter, MSN, APRN, PHCNS-BC, Facilitator
Guests Present: Michele Marshall, RN, DNP (c), CNS, NE-BC, CPHQ
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Topic Discussion Recommendation Responsible Party
Call to Order Meeting called to order by Violet Littlejohn None
Discussion w/ Michele
Marshall regarding EBP
study
New KEWS implementation: KEWS prototype has gone out to 
staff with good feedback from floor staff and doctors, need to 
have PCT, RN, and RT volunteers
Trial will occur for two weeks on
selected patients (at least 10) Ben 
will recruit weekend staff
volunteers
Nursing Practice 
Council (NPC),
physicians, floor
staff
Successful
implementation of
KEWS and Protouch
In order for Protouch to be able to accommodate a new
scale/system, we will have to contact them as soon as possible
after we have been able to work out the bugs of the KEWS
prototype.
For now we will roll out the
KEWS on papers on the front of
the chart like a drip or PCA
flowsheet and make sure that staff
is aware so that they’re not filed
away or thrown away inadvertently
NPC, all staff
New ACE connectors
(new PEG tube
connectors)
Trial being conducted currently, more samples coming 11/5/13.
Make sure to spread the word comparing them to the Lopez valve 
(old stopcock).  Feedback thus far is positive, will continue to
encourage staff to fill out questionnaire.
.As the ACE connector is more 
cost effective, reduces risk of
infection, and easier to use, NPC 
recommends transitioning to the
Lopez valve if staff is agreeable
NPC, all staff
Daisy Award Daisy award will be launched in January. As we have several
awards for which staff can vote for one another (KUDOS, yearly
nursing awards, etc.) the Daisy award may be one that is voted on
by patients and their families (tentative)
NPC will have to organize a 
campaign to disseminate
information about the Daisy award 
so that staff is aware
NPC
 
 
    
   
 
 
  
 
 
 
 
 
  
  
 
 
   
   
 
 
 
 
    
 
 
 
 
 
 
   
 
         
   
   
      
 
Topic Discussion Recommendation Responsible Party
Review of NPC Bylaws NPC needs to pay closer attention to bylaws with regard to things
like attendance, committee and event participation, voting during
meetings, etc.
NPC needs to make sure that
committee members are fully
participating and able to meet the
demands of being on the council,
attendance and participation will 
be reviewed and finalized at the 
next meeting. Bylaws will be
updated and copies will be
distributed to all members.
NPC
Care Model Care model has been completed and looks great, distribution to
staff will follow final touches
Congratulations to all who were
involved, the Care Model looks
great!
NPC
Round Table Possible Christmas parties for staff and NPC? Will make final determinations
regarding these matters at the next
meeting when more NPC members
are present.
NPC
Meeting adjourned by V
Littlejohn at 1000a
None None None
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Ben Clement RN (Recorder)_______________________11/4/13      Violet Littlejohn (Chairperson) __________________________11/4/13
This document is a confidential communication made pursuant to the request of the below named meeting of Kindred Hospital Dayton under the
authority granted to the below-named meeting under the (enter state name) law that makes such communications confidential. The voluntary disclosure
of this document to any third party who is not a party to the below-named proceedings could result in the waiver of the state law of confidentiality.
 
 
 
 
  
  
 
 
 
 
        
     
  
 
        
        
        
        
        
 
   
 
 
   
  
 
 
    
    
    
    
 
  
 
 
 
 
 
 
APPENDIX L
MEWS

KINDRED HOSPITAL DAYTON
 
10/21/2013
 
Score 3 2 1 0 1 2 3
Temp. <95.0 95.0-95.9 96.0-96.9 97.0-99.0 99.1­
100.4
100.5­
101.4
> 101.5
Systolic BP <80 80-89 90-100 101-159 160-179 180-199 >200
Heart Rate <40 41-49 50-60 61-100 101-110 111-129 >130
Respirations <8 8 9 10-20 21-25 26-30 >30
RASS -4/5 -3 -2 -1 to +1 2 3 4/5
Total Score
Vitals and RASS will be collected on all Medical Surgical Patients every 4 hours.  Scores
of 2 and higher will have actions based on the patient baseline and findings as outlined in 
the table below.  MEWS will be reported to all disciplines at the beginning of each shift.  
A score of 3 or higher will activate the ACT team which consists of the House
Supervisor, Primary nurse and assigned RN, PCT and RT.
Actions based on MEWS
Score Condition Observations Alert
0-1 Stable Q4hr and PRN No alerts
2 Alert Q2hr and PRN Supervisor/MD/PCT/RN
3 and > Urgent Q15 min and PRN ACT Team
**Primary LPN/RN may call physician at any level or adjust level of observations as
needed
114
 
 
 
 
 
   
        
      
  
   
  
 
      
 
 
 
 
 
 
 
  
      
 
 
 
 
  
 
  
      
 
    
   
      
              
       
       
 
 
 
 
 
 
       
   
 
        
   
   
      
   
  
 
 
  
      
 
  
 
 
 
      
        
  
    
      
        
    
        
        
 
APPENDIX M
Kindred Early Warning System (KEWS) 12/2/2013
Score 3 2 1 0 1 2 3 8a 
m
12 
p
16 
p
200 
0
240 
0
040 
0
Temp. <95.0 95.0­
95.9
96.0­
96.9
97.0­
100.5
100. 
6­
101
101. 
1­
102
> 
102
Systolic
BP
<80 80­
89
90-100 101­
159
160 
-
179
180­
199
>2 
00
Heart
Rate
<40 41­
49
50-60 61-100 101 
-
110
111­
129
>1 
30
Respiratio 
ns
<8 8 9 10-24 25­
28
28­
30
>3 
0
RASS -4/5 -3 -2 -1 to +1 2 3 4/5
KEWS SCORE 
Actions based on KEWS
Score Conditi 
on
Assessmen 
t 
(Document 
ed in Pro
Touch)
Assessmen 
t 
(Documen 
ted in Pro
Touch)
Alert
0-1 Stable Q4hr and
PRN
Routine No alerts
2-3 Alert Q2hr and
PRN
Change in 
Condition
Supervisor/MD/RN/ 
PCT
4-5 ACT Q1hr and
PRN
Change in 
Condition
Summon ACT Team 
to patient’s bedside
for focused 
assessment
6 and 
>
Urgent PRN Change in 
Condition
Activate Rapid
Response Team
NURSE:
NURSE:
Vitals, RASS and I+O will be collected on all Medical Surgical Patients every 4 hours (Q4h).  Using the Kindred Early Warning
System (KEWS), a cumulative score will be entered for each patient based on the assessment findings.  Scores of 2 and higher will 
have actions based on the patient baseline and findings as outlined in the table below.  KEWS will be reported to all disciplines at the
beginning of each shift.  A score of 3 or higher will summon the ACT team (RN House Supervisor, Primary nurse and assigned PCT 
assigned RT) to the patient’s bedside for additional FOCUSED assessment and possible interventions. **Primary LPN/RN may call
physician at any level or adjust level of observations as needed and/or Call CODE BLUE as needed.
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APPENDIX N
Final Draft
 
Kindred Early Warning System (KEWS) 1-13-2014
 
Score 3 2 1 0 1 2 3 8a 
m
12 
p
4p 8p 12M 
N
4a
Temp. <95.0 95. 
0­
95. 
9
96.0­
96.9
97.0­
100. 
5
100. 
6­
101
101. 
1­
102
> 
10 
2
Systolic
BP only
<80 80­
89
90-100 101­
159
160­
179
180­
199
>2 
00
Heart
Rate
<40 41­
49
50-60 61­
100
101­
110
111­
129
>1 
30
Respirati 
ons
<8 8 9 10­
24
25­
28
28­
30
>3 
0
RASS -4/5 -3 -2 -1 to 
+1
2 3 4/5
KEWS SCORE 
Actions based on KEWS Check if
patient’s
baseline score
Score Condi 
tion
Assessmen 
t 
(Document 
ed in Pro
Touch)
Assessme 
nt
(Documen 
ted in Pro
Touch)
Alert Comments:
_______________________________ 
________
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RASS -4/5 -3 -2 -1 to 
+1
2 3 4/ 
5
KEWS
SCORE
Actions based on KEWS Check if
patient’s
baseline
score
Score Condition Assessment
(Documente 
d in Pro
Touch)
Assessme 
nt
(Docume 
nted in 
Pro
Touch)
Alert Comments:
__________________________________ 
_____
0-1 Stable Q4hr and PRN Routine No alerts
-3 Alert Q2hr and PRN Change in Condition Supervisor/MD/RN/PCT
4-5 ACT Team Q1hr and PRN Change in Condition Summon ACT Team to patient’s
bedside for focused assessment
6 and > Urgent PRN Change in Condition Activate Rapid Response Team
NURSE:
NURSE:
Vitals, RASS and I+O will be collected on all Medical Surgical Patients every 4 hours (Q4h).  Using the 
Kindred Early Warning System (KEWS), a cumulative score will be entered for each patient based on the assessment findings.  
Scores of 2 and higher will have actions based on the patient baseline and findings as outlined in the table below.  KEWS will be
reported to all disciplines at the beginning of each shift.  A score of 3 or higher will summon the ACT team (RN House Supervisor,
Primary nurse and assigned PCT assigned RT) to the patient’s bedside for additional FOCUSED assessment and possible
interventions. **Primary LPN/RN may call physician at any level or adjust level of observations as needed and/or Call CODE
BLUE as needed.
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Expenditure
Electronic ARCC surveys
(EBPB, EBPB &
OCRSIEP)
Demographic survey
(10 questions)
Data provided in SPSS
format
Subtotal of Costs
APPENDIX O
Project Budget
Pre Implementation Costs
$210
$20
$15
$245
Post Implementation Costs
$210
$20
$15
$245
Flyers for notification of $2.50 $2.50
survey open & close dates
Total Cost of Study $500
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APPENDIX P
Recommendations for Kindred Hospital Dayton
Expenditure Cost Rationale
Search database 
subscription
EBP mentor development
CTEP: Center for Trans-
disciplinary EBP
EBP Immersion Program
Educational seminars for
staff, EBP mentors and 
leadership
Time away from unit for
EBP mentors
Time away from unit for
staff for EBP projects
Dissemination
Annual renewal cost
 
$1850 per participant for
 
group of 3 or more
 
5 days pay participant
 
Travel expenses
 
Variable
 
8 hours per month
 
x hourly rate
 
2-4 hours per month
 
x hourly rate
 
Travel to conferences,
conference fees
Salary/ hour rate while 
away
Cost of making poster or
presentation
Provide mechanism for
searching of most current
evidence
Developing a cadre of EBP
mentors to lead and sustain 
change in organization
Provide ongoing education 
regarding EBP
Validates importance of EBP
work to staff and provides
time to complete work
Validates importance of EBP
work to staff and provides
time to complete work
Dissemination important to
add to body of knowledge
and to celebrate successes.
Networking important for
ongoing professional growth
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